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CHRONIC CYSTIC MASTITIS—ITS 
RELATION TO CANCER OF 
THE BREAST* 


By Atson R. Kitcorg, M.D. 
San Francisco 


Discussion by Elmer W. Smith, M.D., San Francisco; 
James F. Percy, M.D., Los Angeles; Edwin I. Bartlett, 
M.D., San Francisco. 


No a little confusion of opinion has existed 
and still exists on the question of the pre- 
cancerous nature of breast cysts. From this con- 
fusion arises uncertainty as to the extent of 
operative resection necessary to protect patients 
with breast cysts from future cancer. 


It is the purpose of this paper to advance an 
uncomplicated classification of cystic disease of 
the breast into two great types which will answer 
these questions logically and clearly. 


The term “chronic cystic mastitis” is perhaps a 
misnomer, since it is improbable that inflamma- 
tion plays any active part in producing breast 
cysts. It is not intended here to inquire into the 
cause of breast cysts, but, of all the terms applied 
to the condition, that of “abnormal involution” 
perhaps comes as near to the truth as any and 
will be adopted for the purposes of this paper. 


We may then diagram involution of the breast 
as in Figure 1, understanding that in sketching 
abnormal involution, it is not meant to be in- 
ferred that all stages are followed in sequence or 
that all will be found in any individual breast, but 
that the scheme is definitely diagrammatic. 


Normal breast tissue, when senile or presenile 
involution occurs, may be changed into either (1) 
the typical “senile breast” in which there are few 
gland lobules containing a small number of acini, 
or no acini at all but only a few ducts, carried in 
a large amount of fibrous stroma or fat; or (2) it 
may undergo “abnormal involution.” 


The chief common characteristic of all forms 
and stages of abnormal involution is an increase 
in the number of individual gland elements—ducts 
or acini or both—and the first stage in the process, 
shown in the diagram, is one in which there is 
only increase in the number of gland elements. 
The lobules are full, contain many acini and are 
often packed closely together. Each duct or 
acinus, however, presents a fairly normal appear- 
ance under the microscope. There are described 

*From the Surgical Pathology Laboratory, San Fran- 
cisco Hospital, University of California Service. 


* Read before the Pathology and Bacteriology Section, 
California Medical Association, at its Fifty-Seventh 
Annual Session, April 30 to May 3, 1928. 


changes in the periacinal connective tissue in ab- 
normal involution, but the size and contour of the 
acini and the amount of epithelium at least remain 
practically unchanged. 


CYSTS OF ABNORMAL INVOLUTION 


It is from this point on that the two broad types 
of abnormal involution diverge, and the diver- 
gence is concerned with the amount of epithelium 
and its arrangement in the single gland element— 
duct or acinus. 


In the productive or hyperplastic type, on the 
mains smooth and of the same thickness during 
the enlargement of the acini or ducts through 
various stages of ectasia and microscopic cysts to 
macroscopic cysts. And when such cysts have at- 
tained large size their epithelium tends even to 
disappear (possibly by atrophy from pressure of 
accumulated fluid contents) leaving a fibrous wall 
unlined by epithelium. This is the “blue-domed 
cyst” of Bloodgood—the simple serous cyst. 

In the productive or hyperplastic type, on the 
other hand, as the acinus or duct enlarges to 
cyst size, the epithelial lining is proliferated into 
several layers or into smaller and then larger folds 
and finally, often, into papillomata of macroscopic 
size, composed of almost solid epithelium. This 
process results in single papillomatous cysts, in 
“duct adenoma,” in circumscribed or generalized 
cystadenoma or a combination of these. 


Now, inasmuch as cancer arises from epithe- 
lium and only from epithelium, we would not ex- 
pect to see it often originate where there is little 
or no epithelium as in the smooth-walled serous 
or “blue-domed” cyst. Furthermore, it is in gen- 
eral a characteristic of cancer to arise in abnormal 
rather than in normal epithelium. It would be 
expected to arise in cysts or in duct adenoma 
(productive type of abnormal involution) where 
the epithelium of the individual element is much 
increased and where also it is abnormal in its 
growth and arrangement. 


INCIDENCE OF CANCER IN CONNECTION WITH 
VARIOUS TYPES OF CYSTS 


These expectations prove to be correct. Cancer 
is very rarely found arising in a simple, smooth- 
walled cyst. Bloodgood * has never observed can- 
cer in the wall of such a cyst. Cheatle? has 
observed three cases, but has published no detailed 
description of the relation of the cancer to the 
cysts in these cases. Bartlett* has observed one 
case of cancer arising apparently independently 
in the neighborhood of multiple small blue-domed 
cysts. These are exceptions to the rule. Cancer 
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arises no more often in breasts, 
the seat of simple cysts, than in 
apparently mormal breasts. 

On the other hand, papilloma- 
tous cysts and cystadenomata not 
infrequently suffer malignant de- 
generation. Greenough and Sim- 
mons‘ found that of a series 
of patients operated upon for 
chronic cystic mastitis, 5 per cent 
later developed cancer in breast 
tissue remaining from the first 
operation. The cases of chronic 
cystic mastitis discussed in their 
article were not separated into a 
hyperplastic and a nonhyperplas- 
tic group, but in three of the four 
cases later developing cancer the 
description given of the tissue 
removed at the first operation 
is typical of the productive or 
hyperplastic type of abnormal in- 
volution. 


Bloodgood * considers that can- 
cer is to be found at operation 
in the first instance in 10 per 
cent (or slightly less) of cystic 
adenomata and in as high as 50 
per cent of diffuse bilateral cyst- 
adenoma (Reclus’ disease). 

In the surgical pathology lab- 
oratory at the San Francisco 
Hospital (University of Califor- 
nia Service) there are to date 
nine specimens presenting un- 
encapsulated cystadenoma of the 
breast. In six, a lump was pres- 
ent in but one breast (K-243, 
K-412, K-447, K-925, K-556, 
K-435) ; in three, both breasts were diffusely in- 
volved (K-667, K-836, K-985). In four of the 
nine cases, cancer had already developed—in two 
of the unilateral cases (K-556, K-435) and in two 
of the three bilateral cases (K-836, K-985). 
one of the bilateral cases cancer had already devel- 
oped in both breasts (K-985). Two of the cases 
with cancer died within two years of recurrence; 


Breast 


or acinus 
- Ectasia 


Beginning 
cyst 


Fig. 2 (K-667).—Early stage of abnormal involution. 
Increase in number of acini. Beginning dilatation. 
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Fig. 1.—Scheme of involution of the breast. 


in a third, axillary metastases were present. The 
fourth patient could not be traced. Curiously 
enough, two of the four cases of cancer were in 
male breasts. 


In this small group of cases, therefore, one- 
third of the cystadenomata have presented cancer 
at the time of operation. On the other hand, 
thirty breast specimens presenting the nonproduc- 
tive type of chronic cystic mastitis have been 
studied and in none of these has cancer been 
found. 


Recognition of the existence of two types of 
cystic change in the breast is not new. Both are 
described by various authors, and a very compre- 
hensive discussion of the subject is to be found in 
Deaver and MacFarland’s text on “The Breast.”’ 
The tendency has been to regard all cysts of ab- 
normal involution as part of one process, if not 
actually as successive stages of one process, as 
does Sir Lenthal Cheatle.® In their significance, as 
regards cancer, however, there is urgent reason 
for clearly differentiating them as has been at- 
tempted in this paper. 

It was stated earlier that the classification here 
proposed is diagrammatic. Few processes that go 
on in human beings divide themselves sharply into 
hard-and-fast groups, and abnormal involution is 
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Fig 3. (K-412).—Smaller and larger cysts of nonproduc- 
tive type. From zone of breast outside a circumscribed 
area of cystadenoma. Same case as Fig. 5. 


no exception. Bloodgood * describes typical hyper- 
plastic changes in the zone of breast tissue about 
some of his simple serous cysts, and in most speci- 
mens of cystadenoma one finds simple smooth- 
walled cysts, at least of microscopic size, together 
with those of hyperplastic type. Nevertheless 
most specimens removed at operation will be 
found to present a general or at least a local pre- 
dominance of one or other type, so definite as to 
present comparatively little difficulty in deciding 
to which group each belongs. 


GROSS APPEARANCE 


The two great types of abnormal involution 
usually present gross features permitting recogni- 
tion at the operating table. The nonproductive 
type presents one or many, large or small, smooth- 
walled serous cysts with breast tissue presenting 
the usual mixture of fat and fibrous stroma of 
normal color and fairly normal elasticity. The 
productive type presents single or multiple papil- 
lomatous cysts or a diffuse process of larger or 
smaller extent, with small cysts plugged with 
whitish-yellow necrotic material. The entire mass 
is typically harder and less elastic than normal 


Fig. 5 (K-412).—Papilloma in small cyst of productive 
type. Circumscribed cystadenoma occupying approxi- 
mately one lobe. Excision with zone of surrounding 
breast; remainder of breast conserved. Well three years 
after operation. 


CHRONIC CYSTIC MASTITIS—KILGORE 


Fig. 4 (K-556).—Early cyst of productive type. Male 
breast, showing diffuse cystadenoma with one area of 
typical scirrhous cancer. Died of recurrence two years 
after operation. 


breast tissue and often presents a distinct yel- 
lowish tinge on cut section. 


SURGERY 


Rational surgery of cystic disease of the breast 
follows logically from the pathology and the tend- 
ency to cancer discussed. For isolated areas of 
the nonproductive type of abnormal involution, in- 
cluding the single blue-domed cyst, the establish- 
ment of diagnosis by exploration and the removal 


of the lesion and a small zone of surrounding 


breast is sufficient. Conservation of the remain-. 
ing breast is entirely justified. The breast is not 
more likely to develop cancer than is normal 
breast. There are only two reasons for removing 
the whole breast: (1) the possibility of small 
cysts in remaining breast tissue later developing 
into large cysts, i. e., recurrence requiring the an- 
noyance of another operation, a risk estimated by 
Greenough and Simmons‘ as not over 10 per 
cent; and (2) the possibility that if cancer should 
develop the patient might fail to observe it in the 


Fig. 6 (K-435).—Duct adenoma, possibly early cancer. 
Diffuse cystadenoma occupying one-half of one breast. 
One small area of typical scirrhous cancer found. Imme- 
diate radical operation. One axillary gland involved. 
Dead of cancer two years after operation. 
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presence of an otherwise “lumpy” breast. Cer- 
tainly neither of these reasons is an absolute one. 

In the productive type, on the other hand, it is 
essential that all the tissue affected by the process 
be removed—local removal of an entire localized 
area—removal of the entire breast or of both 
breasts if the process be diffuse and general. Fur- 
thermore the physical characteristics of cystad- 
enoma make it one of the most difficult of benign 
lesions to differentiate from cancer at exploration. 
Since the process frequently involves a consider- 
able amount of breast and frozen sections of one 
or a few scattered areas cannot be safely trusted 
to rule out cancer, and since experience shows 
that cancer is already present at the time of first 
operation in a considerable number of cases, the 
surgeon must be prepared to do an occasional 
radical operation when the pathology is in doubt. 

490 Post Street. 
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DISCUSSION 


_Etmer W. Smitu, M.D. (St. Mary’s Hospital, San 
Francisco).—Doctor Kilgore’s paper on the subject 
of chronic cystic mastitis covers a very important 
phase of breast tumors, and his classification of condi- 
tions is a very good one which I feel serves to clear 
the field considerably in this line of research. 


I quite agree with him that the large blue-domed 
cyst is probably not a product of inflammation. 
Though we may find lymphocytic infiltration around 
some of these cysts, it is not an unusual finding in the 
presence of any tumor. 


My own conception of a chronic cystic mastitis is 
that of the smaller, multiple, dilated acini that one en- 
counters in regions of proliferating interstitial fibrous 
tissue, which shows marked collections of lympho- 
cytes. Cysts so produced, I believe never reach the 
proportions of the single blue-domed cyst or cyst 
adenoma of Doctor Kilgore’s nonproductive type. 
This condition may be an incitant of cancer. While 
reports of malignancy, occurring in the cystic adeno- 
mata, are relatively rare, I believe that it does occur. 
A few years ago I saw one removed that was about 
two centimeters in diameter and appeared to be so 
typical of the blue-domed type that the surgeon was 
ready to close the wound, but gross incision showed 
solid tissue on one side, and a quick frozen section 
demonstrated atypical epithelial cells with mitoses and 
other characteristics of a malignant epithelioma. The 
breast was removed by radical operation. Whether 
the tumor was a proliferative form of Group 1, or a 
degenerative form 6f Group 2, of Doctor Kilgore’s 
classification I cannot say, but it certainly points to 
the necessity of careful inspection before passing upon 
the benign qualities of any, breast tumor. I feel, in 
regard to the proliferative type of tumors, that when 
in doubt about the malignant tendency we should, for 
the safety of the patient, recommend ablation of the 
entire glandular structure. For, as Doctor Kilgore 
says, we may miss actual malignancy by some of our 
methods of hit-or-miss sections. The operative muti- 
lation is not very great, and I do not feel that the 
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muscles and underlying fascia should be cut unless 
there is fairly conclusive evidence of cancer. 
we 


James F. Percy, M.D. (1030 South Alvarado Street, 
Los Angeles).—As a record of laboratory investiga- 
tion in breast cancer, the work reported today by 
Doctor Kilgore is of definite value. With a larger 
number of cases studied with the same care, data of 
increasing value that may be utilized for the benefit 
of the patient when he comes to one’s office, or is 
seen at the operating table, will be available. 

Unfortunately tumors of the breast as yet do not 
safely lend themselves to a quick clinical or micro- 
scopic diagnosis. No better confirmation of this can 
be found anywhere than in the illuminating, striking, 
and exceedingly valuable articles referred to by Doctor 
Kilgore in the British Medical Journal and British 
Journal of Surgery by Sir G. Lenthal Cheatle. These 
papers describe actual experiences where the first re- 
ports from a frozen section characterized the tumor 
as benign, to be followed later by one that unmistak- 
able malignancy had been found. Doctor Kilgore 
recognizes and suggests this possibility when he tells 
us that “few processes that go on in human beings 
divide themselves sharply into hard-and-fast groups 
and abnormal involution is no exception.” It is this 
ever present definite uncertainty that makes the judi- 
cious pause when it comes to expressing a decisive 
opinion as to the exact nature of a palpable breast 
tumor before removal and careful laboratory study. 
And yet it is a positive diagnosis that the patient is 
looking for, and usually he expects it at the first visit 
to his physician. Unfortunately palpation and inspec- 
tion is the least certain of all the methods of diag- 
nosis at our command in the early or late case of 
breast cancer. By the same token the gross appear- 
ance on removal of any tissue in question when sec- 
tioned will often present presumptive evidence to the 
experienced as between the productive and nonpro- 
ductive types of breast involution. But such proof 
should not be employed as the final word unless it 
unquestionably seems to justify a radical type of 
breast removal. If it is, occasional regrettable mis- 
takes are certain to be made. 

The most reliable methods in pathology will always 
remain with diagnostic experts such as is Doctor 
Kilgore, following the deliberate laboratory study pro- 
cedures suggested in his paper. But unfortunately this 
slower but more dependable technique is not ideal 
from its practical aspects, because of the delay before 
the results of the investigation can be known. The 
inherent dangers of this postponement can be greatly 
minimized and indeed probably entirely overcome if, 
when practicable, two things are done as the most 
essential part of the biopsy technique. First, that the 
involved tissues be removed only with the cautery. 
And second, that all of the visible and palpable struc- 
tures in the pathological process be removed. This, 
from my point of view, is the only perfect and com- 
plete biopsy, and when combined with an immediate 
frozen section, permits of the most reliable determi- 
nation of the character of the pathology in the breast, 
especially when passed upon by a trained and expe- 
rienced pathologist. But even when these all but ideal 
conditions obtain, I have seen mistakes occur that 
were most difficult when attempts were made to ex- 
plain them away. It is the horns of dilemmas such as 
these that make the articles just referred to of Sir 
Lenthal Cheatle so illuminating and of so much prac- 
tical value. The positive frozen section prepared in 
this way at once settles our doubts and with the least 
possible chance for untoward results to the patient. 

& 


Epwin I. Bartett, M. D. (490 Post Street, San Fran- 
cisco).—The failure to recognize and correctly treat 
carcinoma of the breast in its earliest stages when 
cures are possible is the greatest tragedy that can 
befall a conscientious surgeon. The patient, on the 
other hand, finds herself between two dangers, namely, 
the loss of her life through incomplete surgery in the 
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early stages of carcinoma, and the unnecessary sacri- 
fice of her breast. Any woman will unhesitatingly 
suffer mutilation in order to save her life, but the 
unnecessary sacrifice of a breast is to her a tragedy 
of only slightly less degree than loss of her life. The 
up-to-date surgeon today can assure his patients that 
they need have no fears regarding mistakes either of 
omission or commission. He employs the exploratory 
incision and through a knowledge of the gross and 
microscopic pictures can proceed with the treatment 
with absolute certainty. j 

Bloodgood is accredited with the adage that simple 
amputation of the breast is not enough for carcinoma 
and is too much for anything else. There are excep- 
tions to the rule regarding the simple amputation of 
the breast, and Doctor Kilgore has named and de- 
scribed them. The cyst adenoma which he discusses 
may either be benign or malignant. Ofttimes the be- 
nign form is diagnosed cancer, and this error has 
resulted in some reported cures of cancer without 
the complete operation. At any rate, cystadenoma is 
precancerous if not already malignant, and calls for 
amputation of the whole breast or the complete opera- 
tion. It should be emphasized, however, that the ex- 
ceptions to the rule constitute only a very small per- 
centage and that complete removal of the breast is 
seldom justified, 

Doctor Kilgore’s paper is timely and instructive. A 
surgeon is no longer justified in operating on any 
breast without a knowledge that will enable him to 
interpret what he sees at exploratory operation or 
without a pathologist with that information to advise 
him. Furthermore the time has come when hospital 
pathologists must be thoroughly trained in~breast- 
gland histology because the number of breasts to be 
explored is already considerable and is increasing 
rapidly. Careful study of this and other articles is 
highly recommended and, above all, thorough study 
of all breast specimens both at the operating table and 
later in the laboratory. 


THE FULL-TIME PROFESSORSHIP IN 
MEDICAL EDUCATION 


By Puiturp E. RorHMAN, M.D. 
Los Angeles : 


FoR over a decade physicians and educators 

have been concerned with a phase of medical 
education known as the full-time or whole-time 
system. The subject is of unusual importance and 
has provoked one of the most stirring and bitter 
controversies recorded in medical history. Upon 
its solution depends, to a large extent, the future 
of American medical education. 

Only to emphasize how critical this question 
has become, it is interesting to note that Harvey 
Cushing in his recent biography of Osler still 
fears to make public Doctor Osler’s letter to 
Remsen on the full-time system because as he 
says, “It is too intimate to publish in full until the 
still troubled waters he speaks of shall have tem- 
porarily quieted down to await the next beneficial 
agitation.” Any analysis of the system is ex- 
tremely difficult, for it is dependent on a wide 
variety of factors, and the results at various insti- 
tutions are by no means uniform. Nevertheless 
there are certain remarks which are applicable to 
the entire system, and changes to be made which 
should prove generally beneficial. 

AMERICAN ORIGIN OF THE FULL PROFESSORSHIP 
SYSTEM 

To define the full-time system may best be done 
by quoting the original announcement of the Gen- 
eral Education Board of the Rockefeller Founda- 
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tion when, in 1913, the sum of one and a half 
million dollars was given to the Johns Hopkins 
Medical School “for the purpose of so organizing 
the departments of medicine, surgery and pedi- 
atrics that the professors and their staffs might 
completely withdraw from private practice in 
order to devote their entire time to their respec- 
tive departments.” Needless to say this announce- 
ment created tremendous agitation and medical 
men at once became divided in their opinions on 
the matter. The benefits of the plan are, of 
course, apparent to everyone. How much more 
advantageous it would be if men of ability, un- 
hindered by the trials and financial worries of pri- 
vate practice, could devote all their time to the 
hospital, the students and to research. The argu- 
ments against the plan may best be stated by quot- 
ing extensively from Osler’s letters (Cushing). 
It must be remembered that Osler, as Regius Pro- 
fessor of Medicine at Oxford, was not only the 
leading physician of the day, but a classical stu- 
dent of considerable reputation and an educator 
as well. 
OSLER’S VIEWPOINTS 


The first letter was written to Doctor Remsen 
and intended for the Hopkins faculty only: 

“ |. . The subject of whole-time clinical teach- 
ers, on which I send you the promised note, is 
one of great importance, not only to universities, 
but to the profession and to the public at large. 
It is a big question, with two sides. I have tried 
to see both, as I have lived both, and as much per- 
haps as anyone, can appreciate both. . . . These 
are some of the reasons why I am opposed to the 
plan as likely to spell ruin to the type of school I 
have always felt the hospital should be and which 
we tried to make it—a place of refuge for the sick 
poor of the city; a place where the best that is 
known is taught to a group of the best students ; 
a place where new thought is materialized in re- 
search; a school where men are encouraged to 
base the art upon the science of medicine; a foun- 
tain to which teachers in every subject would come 
for inspiration; a place with a hearty welcome to 
every practitioner who seeks help; a consulting 
center for the whole country in cases of obscurity. 
And it may be said, all these are possible with 
whole-time clinical professors. I doubt it. The 
ideals would change, and I fear lest the broad 
open spirit which has characterized the school 
should narrow, as teacher and student chased each 
other down the fascinating road of research, for- 
getful of those wider interests to which a great 
hospital must minister.” 

In an address at St. Bartholomew’s Hospital 
the subject is again discussed : 

“ |. . It is attractive to think of a group of 
superclinicians, not bothered with the cares of 
consulting practice,'and whose whole interests are 
in scientific work. It is claimed that as much good 
will follow the adoption of the plan of whole-time 
clinicians as has followed the whole-time physiolo- 
gists and anatomists. Against it may be urged 
the danger of handing over students who are to 
be general practitioners to a group of teachers 
completely out of touch with the conditions under 
which these young men will have to live. The 
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clinician should always be in the fighting line, and 
in close touch with the rank and file, with the men 
behind the guns who are doing the real work of 
the profession. The question, too, is whether the 
best men could be secured ; whether academic and 
scientific distinctions would satisfy these men. 
Then for the hospital itself, would it be best to 
keep our best in clinical seclusion. Would there 
not be the danger of the evolution throughout the 
country of a set of clinical prigs, the boundary of 
whose horizons would be the laboratory, and 
whose only human interest would be research? I 
say frankly that I am not in favour of the whole- 
time clinical teacher.” 


And finally in a letter to Dr. George Dock, he 
adds that: 


“ . . . It would be (he said) a very good thing 
to have a few men at research institutes—Cole at 
the Rockefeller, for example—devoting all their 
time to the work, but what I dread is to have a 
class of clinicians growing up out of touch and 
necessarily out of sympathy with the profession 
and with the public. This would be nothing short 
of a calamity. There are always men of the quiet 
type like Halsted who practically live the secluded 
life. To have a whole faculty made up of Hal- 
steds would be a very good thing for science, but 
a very bad thing for the profession.” 


ABRAHAM FLEXNER’S INFLUENCE 


The leading figure in medical education at that 
time was Mr. Abraham Flexner. He was an 
officer of the General Education Board which 


financed the full-time academic programs. His 
article on “Medical Education in the United States 
and Canada” was largely responsible for eliminat- 
ing many of the poorer schools and raising the 
standards of others. In regard to this report 
Osler stated that “it had done much good,” but 
that it was also “full of errors and misconcep- 


” 


tions.” Many of Mr. Flexner’s critics, including 
Doctor Osler, attribute his frequent misinterpreta- 
tions of medical affairs to the fact that he is 
an “outsider” or one who does not possess a 
medical degree. The opposition, of course, had 
no actual facts and no reliable data at its disposal. 
They could only peer into the future and guess at 
the results. We know now that they were proph- 
ets of no mean ability and that their fears were 
well founded. However, Mr. Flexner, Doctor 
Welch and others carried the day, and the full- 
time system went into effect. 


THEODORE JANEWAY’S CONCLUSIONS 


Dr. Theodore Janeway was appointed the first 
full-time professor of medicine at Hopkins and, 
in 1918, he published his opinions on the system. 
This was the first article to appear from a man 
of sound judgment Who had had the opportunity 
of witnessing at first hand the workings of the 
system. Despite its importance, it attracted little 
or no attention, chiefly because it was printed in 
Educational Reviews, a small journal with a lim- 
ited circulation. There are queer rumors afloat 
that the article was destined for a more prominent 
magazine, but was partially suppressed and later 
allowed to appear in the aforementioned publica- 
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tion. No attempt has been made to verify the 
authenticity of these rumors. In the April 2], 
1928 number of the Journal of the American 
Medical Association the article was republished 
after an interval of ten years, and its present in- 
terest signifies that the problem still occupies a 
very prominent position. 


Doctor Janeway analyzed the system remark- 
ably well and emphasized particularly the neces- 
sity and value of outside consultations which were 
now denied him. He recorded his opinion that 
“such consultations with good practitioners at 
their patients’ bedsides, beyond their value to the 
patient, are mentally stimulating to the consultant 
and have great educational value for the physician 
who calls him. They demand the highest quali- 
ties of mind and heart, and always the great medi- 
cal teachers of the past have been great consul- 
tants. They extend the influence of the school 
beyond its students to the profession of the com- 
munity. They likewise keep the teacher in touch 
with the point of view and needs of the practi- 
tioner. They can be declined whenever they con- 
flict with university engagements and entail an 
absolutely limited and not a continuing obliga- 
tion.” He also felt that professional activities 
should not be subject to definite university rules. 
It implied that the men were not to be trusted to 
prefer university duties if given full freedom, and 
full freedom is the most prized possession of the 
university teacher. The rigidity of the system 
seemed to him a great drawback and there was 
always a constant danger that it would lead to a 
loss of initiative and a tendency toward easy 
acquiescence in a rather routine and sheltered life. 
A very pertinent objection which he greatly 
stressed was the question of individual responsi- 
bility. In a full-time department no one man as- 
sumes complete responsibility. “A mistake or 
omission on the part of any single member of the 
staff is minimized or offset by some other mem- 
ber’s diligence. This is the indispensable condi- 
tion for training young physicians without jeop- 
ardizing the welfare of the patients. In equal 
measure it becomes an obstacle in the training of 
the more mature. A sense of deep individual re- 
sponsibility, so essential in making and keeping a 
good physician and which is assured by the accept- 
ance of money for his services, is, therefore, lack- 
ing for the upper members of a hospital staff.” 
Eventually it seems that such a system will 
produce a type of teacher who is inferior to the 
teacher consultant of the past. He especially de- 
cried the “holier than thou” attitude of the full- 
time men toward the rank and file of the profes- 
sion. The complaint that the head of the depart- 
ment is exposed to an increasing burden of petty 
administrative detail is clearly evident in many 
departments today. It is an evil, however, which 
may exist under any system and deserves no fur- 
ther mention here. Finally he believed that the 
system could be remedied by permitting outside 
practice and by giving term and not life appoint- 
ments. Abuse of their positions should result in 
dismissal which, in virtue of their outside prac- 
tice could be accomplished without hardship to the 
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individual or the university. The salaries should 
be proportionate to the time given to teaching and 
research so that each individual should not be 
obligated to give to the department any work 
except along such lines as those to which he is best 
fitted. 


GEORGE DOCK’S OPINION 


In 1921 Dr. George Dock, the first full-time 
professor of medicine at Washington Medical 
School, spoke on the full-time system before the 
Southern Medical Association. His paper (.South- 
ern Medical Journal, 1922, XV), although very 
different from Doctor Janeway’s, contains many 
practical points which cannot be disregarded. He 
showed very clearly that the system had failed to 
provide or make good the fundamental conditions 
stated at its inauguration. It had not provided 
adequate salaries to permit the staff to lead lives 
exempt from the cares and temptations of prac- 
tice. Actually, it would seem that the cares and 
temptations had become augmented. Secondly, 
it had not provided “adequate university hospi- 
tals fully controlled by the medical school with 
proper clinical material, fully equipped labora- 
tories, library and staffs, not only for teaching and 
research, but also for the care of the patients.” 
He reasoned that no difficulty would be encoun- 
tered in finding able men for all positions if these 
initial requirements were fulfilled. Although at 
present some few institutions have excellently 
equipped hospitals he felt that it was perfectly 
idle for schools that cannot raise the necessary 
money to think about full time. The full-time 
system had not taken cognizance of the chang- 
ing value of money and that in 1921 money was 
worth just half as much as when the system 
started. “Too much attention, he said, has been 
given to the salary of the head of the depart- 
ment.” The salaries of the younger men on the 
staff are so meager that the system has a tendency 
to force younger men out of academic life just as 
they begin to be valuable to the institution. He 
is either driven to private practice or another 
school with usually more advance in administra- 
tive duties than of salary. The school he leaves 
must take a younger or less mature man. This 
seems in direct conflict with the full-time theory. 
We need to develop not only the head, but a good 
staff. He estimates that between seventy thou- 
sand and one hundred thousand dollars is neces- 
sary for the annual budget of one department 
(medicine). In order to secure this amount an 
ominous change has occurred. Instead of the 
necessary funds coming from the university treas- 
uries, as originally planned, the staffs are now 
expected by some university administrators to 
earn the income needed not only for their own 
salaries, but by their departments or even other 
departments by securing rich patients and charg- 
ing them large fees or even by collecting small 
fees from a large service. The vicious features of 
such schemes are evident, and Doctor Dock has 
pointed out very clearly many of the dangers and 
evils that would eventually arise. He concludes 
by again emphasizing the point that the success of 
the system depends largely on the ability to raise 
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properly sufficient funds to carry out the original 
plans. 


CONDITIONS DURING A TEN YEARS’ TRIAL 


Nearly ten years have elapsed since the publi- 
cation of Doctor Janeway’s article and a final 
judgment in regard to the success of the system 
is still an impossibility. It must be emphasized 
that very drastic changes may take place in medi- 
cal education and hospital work without any de- 
monstrable effect on the public at large. It is not 
at all comparable to a business institution where 
one system means success and the other failure. 
Only those who are intimately concerned with the 
changes and actively engaged in the work are 
aware of the differences. Very few of the men 
who accepted full-time positions at the inaugura- 
tion of the system are alive today. The positions 
are occupied at the present time by the so-called 
second generation of full-time men. It seems, as 
one gathers all the facts together, that the first 
régime was a complete success. The men fulfilled 
every expectation and built up enviable reputa- 
tions for their departments. The research work 
of the period attracted universal attention and the 
students received the very best in medical educa- 
tion. The possibility that these men succeeded 
because of their remarkable ability and not as a 
result of the system is a very real one. One feels 
that they would have done just as well under any 
system or any condition. The basis for this sup- 
position is due to the lack of success of the present 
régime and the vast difference that is at once ap- 
parent between the departments of today and the 
former ones. The fears of Osler and Janeway 
have become realized. The young men who have 
grown up in the somewhat “cloistered seclusion” 
have not become “masters of their art.” It must 
be emphasized that there are exceptions, but that 
these few unusual men are rarities and have be- 
come great medical leaders despite the system, so 
to speak. Many of the early full-time men had 
been engaged in private practice or part-time work 
before assuming their positions. This one fact, I 
believe, is largely responsible for the success they 
achieved. At present, as Osler stated, we are 
handing over our students who are to become gen- 
eral practitioners to a group of teachers com- 
pletely out of touch with the conditions under 
which these young men will have to live. 

Of particular interest is an investigation of 
those specific factors in the system which have 
prevented the average young full-time men from 
becoming able and leading clinicians. The absence 
of experience in private practice has already been 
emphasized. One must remember that the major- 
ity of patients in private practice have no organic 
ailment. Their suffering, however, is fully as real 
and significant as the more dramatic emergencies 
seen in the hospital. There is little doubt that the 
good practitioner can benefit his average patient 
and accomplish far greater results than a member 
of a full-time medical staff. Doctor Peabody in an 
article published in the Journal of the American 
Medical Association (1928, Vol. 90, April 14), 
states that “experience has made it perfectly clear 
that the men who are in successful outside prac- 
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tice have something very definite and important 
to contribute to the teaching, and, as already indi- 
cated, they must be regarded as an integral part 
of the teaching service and receive proper recog- 
nition in the way of titles, salaries and clinical 
opportunities.” 


There also exists in many full-time departments 
of today an insistent demand for the publication 
of research work. This obligation is keenly felt 
by each member of the department, and is the one 
factor above all others which threatens to destroy 
the present system. Many of the medical articles 
are no longer accurate scientific contributions, but 
have degenerated in a large measure to nothing 
more or less than a form of advertising. Fielding 
Garrison (American Mercury, Vol. VII, 1926), 
quotes Ochsner as having shown that many “bulky 
arbeiten are sterile, stodgy, prolix compilations, 
the substance of which could be reduced to a few 
pages. He also mentions the late President Wood- 
ward of the Carnegie Institution, who saw modern 
medical literature as a gigantic unnecessary pro- 
liferation, its bibliographies, tending to become 
“repositories of trash.” He mentioned men like 
Halsted, “who wrote little and then well and to 
the point,” as all too few today. 


MAJOR DIVISIONS OF MEDICAL RESEARCH 


Medical research has two principal divisions: 
the one form, popularized by Boerhaave and 
Sydenham, consists in recording accurate clinical 
observations gleaned from hourly bedside attend- 
ance ; the other type is based on pure science and 
is carried out chiefly in the laboratory. Both are 
essential and equally important, but in recent 
years the latter has come to occupy perhaps a 
superior position which is not entirely justifiable. 
The result has been that the young men have 
entered into this type of research unmindful of 
the fact that ordinary college and medical school 
training in no way equip them for scientific in- 
vestigation. Complicated problems are attacked 
and an enormous amount of time and money are 
consumed. Technical difficulties and repeated mis- 
takes make the undertaking a very laborious one. 
Not infrequently incomplete or erroneous results 
are rushed off to print and only serve as one of 
the many useless articles which clutter up the 
medical literature today. 


It is important to realize that a well-trained 
chemist could solve many of these problems in a 
much shorter time at very little expense. It is still 
more important that a year or two have elapsed 
in which clinical work has been largely neglected 
for research. Peabody states that “experience has 
made it clear that one of our common errors 
is to expect too much of these men in that we 
allow them to work too independently both for 
the good of their own training and for their pro- 
ductiveness. With rare exceptions, few men are 
qualified either technically or intellectually to 
carry on clinical research of any great importance 
until they have had several years of experience in 
laboratory work and in the study of disease in the 
wards. This means that it is only the older mem- 
bers of the medical staff who may be expected to 
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undertake continuous problems of any particular 
significance.” 


THE SYSTEM, AT PRESENT AND IN THE 
FUTURE 

The question emphasized by Osler as to whether 
the best men could be secured for full-time posi- 
tions is of primary importance. It is a well-known 
fact that during the last few years the greatest 
difficulty was encountered in filling several sup- 
posedly desirable positions. These positions re- 
mained vacant for intervals of one to three years. 
Men in private practice or part-time work will 
rarely accept full-time appointments. Three new 
medical schools have been organized recently and 
vacancies or temporary appointments are frequent 
occurrences. So few well-prepared men are avail- 
able that institutions are willing to wait a consid- 
erable length of time if there is any possibility of 
securing their services. It is interesting to con- 
trast existing conditions to a scene that took place 
in G6ttingen some seventy-five years ago when a 
Prussian Geheimrath offered Jacob Henle the 
chair of anatomy at Berlin and requested a de- 
cision within forty-eight hours. It is also note- 
worthy that in recent years several prominent 
teachers have given up full-time work for private 
practice. 

Janeway pointed out that full-time men must 
be masters of their subjects. Only long practical 
training can make them masters and constant ap- 
plication can keep them such. These qualities are 
acquired at the bedside and operating table. Still, 
promotion and calls to other universities depend 
largely on research achievements. A full-time pro- 
fessor recently told me that he had no room in his 
department for the pure clinician. This unfor- 
tunate tendency is emphasized by Peabody, who 
says that “too little attention is paid to broad clini- 
cal experience, something that is acquired only 
by many years of hard work and too much atten- 
tion to research ability, or, what is worse, to the 
possible development of research ability in some 
promising young men. The publication of a num- 
ber of good papers does not really indicate any 
marked capacity for investigation, and such papers 
certainly offer limited evidence of ability to run 
a department of medicine.” Janeway felt that it 
was impossible to become a master clinician when 
both research and teaching were required. John 
Howland was one of the very few men who ac- 
complished all three, but he was in all likelihood 
what we have come to term a genius. Most men 
find it difficult to become proficient in one, and 
since present departments demand all three, only 
glaring mediocrity results. 

A somewhat different condition exists in the 
departments of surgery, gynecology, urology, and 
obstetrics as compared to medicine, pediatrics and 
psychiatry. The former to a certain extent escape 
the detrimental effects of the full-time system. 
No amount of research work will secure a full- 
time clinical position if the applicant’s technical 
operative ability is not first-rate. Moreover the 
the surgical branches realize much more keenly 
the necessity of daily application and rarely neg- 
lect the clinical side. The medical group, however, 
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is entirely different. Men who have been doing 
laboratory work for years are given clinical posi- 
tions with a ward of patients to treat and students 
to teach. The position has been awarded as the 
result of research achievement. Research is now 
neglected and student and patient fare badly while 
clinical experience is slowly and laboriously ac- 
quired. The surgical services are largely free of 
these “converted investigators.” Serious blunders 
are usually avoided, as the responsibility is so 
divided that someone saves the situation. Re- 
peated mistakes, especially in the interpretation 
of physical signs and laboratory tests, are not in- 
frequent. There is an excess of indulgence in new 
therapeutic fads, and the necessary conservatism, 
which is indispensable in training students and 
which comes only from long clinical experience, 
is lacking. The deficiencies of these full-time men 
are quickly observed by the ever critical students, 
interns, and house officers. The autopsy table re- 
veals many more clinical errors today than during 
the first full-time régime. Discontent and open 
rebellion occur from time to time, and the realiza- 
tion that a complete full-time system is impossible 
can no longer be doubted. The “let it alone” spirit 
of the older generation is, as always, strenuously 
combated by the more radical spirit of youth. 
Changes will be made, and the spirit expressed in 
one of Randolph Bourne’s essays seems strikingly 
evident just now. “Youth does not simply repeat 
the errors and delusions of the past, as the older 
generation with a tolerant cynicism likes to think ; 
it is ever laying the foundations for the future. 
What it thinks so wildly now, will be orthodox 
gospel thirty years hence. The ideas of the young 
are the living, the potential ideas; those of the 
old, the dying or the already dead. This is why 
it behooves youth to be not less radical, but even 
more radical than it would naturally be. It must 
be not simply contemporaneous, but a generation 
ahead of the times, so that when it comes into 
control of the world it will be precisely right and 
coincident with the conditions of the world as it 
finds them.” 
833 Pacific Mutual Building. 


PYELOGRAPHY* 
ERRORS IN TECHNIQUE AND INTERPRETATION 


By Mirey B. Wesson, M. D. 
San Francisco 


Discussion by George G. Reizle, M.D., Oakland; Guy 
Manson, M.D., Fresno; J. C. Negley, M. D., Los Angeles. 


YELOGRAPHY is a modern procedure. 

Voelcker and von Lichtenberg, in 1906, used 
colloidal silver suspension for outlining both the 
bladder and the kidneys; Albarran and Ertzbis- 
choff, in 1908, confirmed their work and recom- 
mended the procedure to the French Urological 
Association; Braasch, in 1910, popularized 
pyelography in the United States and in 1911 
Sir John Thomson-Walker introduced it into 
England. 

In the beginning the procedure was used only 
by trained specialists but with the gradual elim- 





* Read before the San Francisco County Medical So- 
ciety, November 29, 1927. 
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ination of the various dangers and the common 
use of the cystoscope by general practitioners, the 
making of pyelograms has been put in the same 
category with the appendectomy—practically 
everybody doing them. However, pyelography 
and even simple cystoscopy is still held responsible 
for an occasional death and hence must not be re- 
garded as a harmless maneuver. In this paper an 
attempt is made to emphasize the simplicity and 
exactness of the various steps and at the same 
time call attention to the dangers that beset the 
path of the bold but untrained novice. 


ANESTHESIA 


All methods of anesthesia are in use, probably 
the most popular being a hypodermic of mor- 
phin and the injection of one ounce of 4 per cent 
novocain into the empty bladder one-half hour 
before the cystoscopy. Sacral and spinal anes- 
thesia are not widely popular because of technical 
difficulties, and general anesthesia is rarely used, 
for obvious reasons, but in children, highly neu- 
rotic adults and those with irritable bladders it is 
often necessary. The total lack of sensation in 
the bladder makes the cystoscopy very easy but 
unfortunately the patient is unable to tell when 
his bladder is over-filled and pathological tissue 
often tears very easily. This danger was im- 
pressed upon me long ago by a famous cystos- 
copist who admitted four ruptures of the bladder 
under general anesthesia and in each case only a 
small amount of fluid was used. 


STERILIZATION OF CYSTOSCOPE AND CATHETERS 


Any method of sterilization that does not soften 
the litharge of the cystoscope lens so as to allow 
moisture to enter and fog the mirror is satisfac- 
tory. Heat must be avoided. Dipping the cysto- 
scope in phenol, followed by washing in water and 
then immersing in alcohol is ‘the most popular 
method. The more dilute the phenol and alcohol 
the longer the cystoscope can be left in the solu- 
tion without damaging the instrument. 

Sterilizing catheters by soaking them in mer- 
curic cyanid solution and siphoning the solution 
through them is a stereotype procedure. Formal- 
dehyd or formalin vapor is equally popular, but 
unless this antiseptic is thoroughly washed out all 
infected urine specimens will have been sterilized 
and the cultures will consequently be negative— 
and misleading. Boiling catheters, or keeping 
them in glass tubes connected with a receptacle of 
liquid formaldehyd causes them to become soft. 


IRRIGATING FLUID 


The irrigating medium in large clinics and hos- 
pitals is boiled water, but no private office can 
provide this in sufficient quantity, hence tap water 
is commonly used and to this is added the proper 
amount of some colorless antiseptic such as 
meroxyl or mercuric cyanid. The bladder is not 
sensitive to temperature, hence cold water can be 
used. Oversympathetic nurses are inclined to 
use warm water and this tends to fog the cysto- 
scope lens and often softens the catheters to such 
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Fig. 1—Catheter passed through 
middle calyx into cortex; perfect 
pyelogram as well as subscapular 
injection; no abnormal symptoms; 
picture made twenty-four hours 
later showed complete absorption. 
(Courtesy of Samuel Goldman.) 


gram. 


extent as to cause the ureteral catheterization to 
be a failure. 


CATHETERS 


No. 6 catheters are the popular size as most 
of the cystoscopes will not carry two No. 7. The 
large catheters having more “body” are easier to 
introduce than the small ones and because of the 
greater lumen the collection of urine is more sat- 
isfactory. Joseph recommends No. 5, to permit 
free reflux and prevent overinjection. Sterile 
olive oil is the ideal lubricant for the catheters 
as it facilitates their passage not only through the 
rubber tips on the cystoscope, but also in the 
ureter. Puncture of the ureter or the kidney sub- 
stance is not unusual, hence catheters with whale- 
bone filiforms should not be used, and too great 
force should be guarded against. (Fig. 1.) 


URETERAL COLLECTIONS 


The ordinary routine is to collect specimens 
from both kidneys and the bladder for micro- 
scopic examination, culture and comparative urea. 
Then phenolsulphonephthalein is injected intra- 
venously, the appearance time noted and collec- 
tions made for two fifteen-minute periods. 


It is not uncommon to have a catheter anuria 
and so small an amount of urine excreted as to 
make valueless the entire procedure. This con- 
dition is due to nervousness and small fluid intake 
and can be prevented by having the patient enter 
the hospital the night before, and be given ample 
fluids throughout his waking hours. 


PYELOGRAPHIC MEDIA 


Collargol was first used as a contrast fluid and 
made excellent pictures but over-injections were 
followed by abscess formations, et cetera. 
Thorium nitrate then came into vogue. It was 
very expensive and old solutions were very toxic. 
Then sodium iodid, and sodium bromid were 
popularized. The latter was found to be irritat- 


Fig. 2—Cystogram with reflux up 
left ureter and resultant pyelo- 
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Fig. 3—Same as Fig. 2. Bladder 


drained with catheter, showing two 
diverticula and shadow of partially 
drained renal pelvis. 


ing and to cause thrombosis in concentrated solu- 
tions. In 1925, Braasch, in whose clinic the 
preparation was first used, said that “he thought 
the use of 15 to 25 per cent sodium bromid 
belonged to the dark ages.” (The fact that con- 
centrated solutions are found in the cystoscopic 
rooms of most hospitals indicates that they are 
still in general use.) Cameron recommended 


13% per cent sodium iodid, but 12 per cent 
makes just as clear pictures and has become the 


popular strength. In cases of hydronephrosis. 
some operators inject 5 cc. of 30 or 40 per cent 
sodium iodid so that the end product will be 
about 12 per cent and not so dilute as to fail to 
make a clear picture. 


TECHNIQUE OF PYELOGRAMS 


In the early days the pyelographic medium was 
injected with syringes. Fatalities following over- 
injection resulted in a study of pressure and it 
was found that, although the operator was sure 
that he could regulate the amount of pressure, 
a manometer registered 200 mm. to 250 mm. 
when he thought he had 30 mm. or 40 mm. It 
has long been known that the pressure in the 
blood varies from 20 mm. to 55 mm. of mercury 
and that when the intrapelvic pressure exceeds 
60 mm. the secretion of urine ceases and filtra- 
tion occurs in the reverse direction. Hence, the 
pyelographic medium became an _ intravenous 
injection. 

Cautious operators drained the kidney pelves, 
then injected sterile water until pain was pro- 
duced. This measured amount was considered 
the capacity of the pelvis and a corresponding 
amount of pyelographic fluid was injected. The 
pictures generally showed the pelves to be incom- 
pletely filled, due either to an irritable pelvis or 
leakage down the catheter. 


In 1910, Baker suggested gravity pressure. A 
very simple and inexpensive apparatus consists of 
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Fig. 4—Hydronephrosis of right 
kidney apparently due to aberrant 
artery at uretero-pelvic juncture. 
Differential examination was mis- 
leading as there was a catheter 
anuria on the left and the function 
on the right side was normal. A 
unilateral pyelogram would have 
shown merely a normal filling of 
left kidney. 


right. 


a ring stand with a two-foot rod, a double burette 
clamp, two 50 cc. burettes, two pieces of %-inch 
rubber tubing 40 inches in length, two pinch 
cocks and two metal adapters for connecting the 
catheters to the tubing. The length of the tubing 
allows the patient to be moved on the cystoscopic 
table without moving the apparatus, and the 
height of the rod of the ring stand holds the 
pressure within the limits of safety. This is very 
important, for when the container is held by hand 
the arms become tired and the tendency is to 
become impatient and elevate the burettes so as 
to finish. My experience has been that an 18-inch 
column is sufficient and that when the fluid ceases 
to run the pelves are filled and the pictures can be 
made before the patient complains of pain. 


Four 11-inch x 17-inch pictures are sufficient— 
a plain picture with catheters in position (for 
stones), stereo-double pyelograms, and an up- 
right immediately after withdrawal of catheters 
(for ureter and ptosis of kidney). Each film 
should be developed as soon as exposed so as to 
make sure that the pyelograms are satisfactory 
and prevent subjecting the patient to another 
examination, unnecessarily. 


The use of double pyelograms when not spe- 
cifically contraindicated is very important, as it 
permits of comparison of the two sides. Further- 
more, there is an economic factor which must not 
be overlooked as the patient who has his pyelo- 
grams made at two sittings has to pay double 
fees throughout. 


Deaths in the past have been attributed to 
double pyelography, which rightly were due to 
overinjection of toxic media. A double pyelo- 
gram is merely a pelvic lavage with harmless 12 
per cent sodium iodid, a picture being made 
during the process, and is really less dangerous 
than a lavage with 1 per cent silver nitrate or 
3 per cent mercurochrome. An anuria, temporary 


Fig. 5—Plain picture, staghorn 
calculus on left and small stone on 
The left kidney is infected 
but doing all the work. 
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Fig. 6—Same as Fig. 5, pyelo- 
grams, 


or permanent, may follow pyelography, the intro- 
duction of ureteral catheters, or even the passage 
of a cystoscope. Evidence of marked renal insuf- 
ficiency, as indicated by a very low phthalein 
output, contraindicates not only pyelography but 
any form of urinary tract manipulation. The use 
of 12 per cent sodium iodid has removed the 
danger of overinjection, so discussions of the 
relative merits of known gravity pressure versus 
unregulated syringe pressure are of little interest 
except as to the complete filling of the kidney 
pelves and prevention of pain to the patient. 
Extravasations between the tubules or beneath 
the capsule are promptly taken’ up by the blood 
stream and disappear within a few hours. The 
discomfort experienced by the patient depends 
upon the amount of extravasation. The pain is 
similar to that produced by overenthusiastic 
poorly trained urologists who, following pyelo- 
grams made with sodium iodid, do a kidney lav- 
age with silver nitrate and then withdraw the 
catheters leaving the kidney filled with a precipi- 
tate of silver iodid. 


FLOATING KIDNEYS 

At one time floating kidney was a common 
diagnosis and patients had to be firm in order to 
keep their low-lying kidney, ptosis of the kidney 
in itself being a definite indication for surgery. 
With the advent of compensation insurance the 
lazy mani with a slight injury and a congenital 
low kidney has become a subject of envy as he 
is practically pensioned for life. 

The roentgenogram taken in an upright posi- 
tion with the ureteral catheters as a splint so as 
to make a sharp kink in the ureter is sufficient 
evidence for the patient, and too often for the 
Commission. Of course, trauma is of practically 
no importance as an etiological factor, and sus- 
pension should not be done on floating kidneys 
unless the three cardinal symptoms—pain, gastro- 
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intestinal dis- 
turbances and 
nervous mani- 
festation—are 
present. 

The follow- 


ing brief case 


reports demon- 
strate the nec- 
essity of gen- 
eral examina- 
tions before 
special urologi- 
cal studies are 
made, and also 
the dangers that 
follow the false security engendered by an incom- 
plete urographic examination. 


Fig. 7—Over-injection, sodium 
iodid spraying out through or be- 
tween tubules; 24-inch gravity 
pressure; no untoward symptoms. 


CASE REPORTS 


Case 1 (No. 713). Median Bar, Vesical Diverticula 
and Pyonephrosis—V. E. R., male, age 37, married, first 
seen May 13, 1926, because of dysuria and hesitancy. 
Preceding his marriage seven months ago he was 
examined by a general practitioner who cystoscoped 
him and reported that his bladder was normal. His 
general appearance was not good, his face was drawn, 
there was a very marked scoliosis, and the left chest 
was practically collapsed because of an empyema 
seven years before, resulting from a gunshot wound. 

His residual urine was 500 cc. He had a definite 
median bar. Cystograms were done and there was a 
reflux up the left ureter to the kidney pelvis (Figs. 
2, 3). Because of his poor general physical condition 
it was thought best not to attempt to remove. the 
diverticulum. A Punch operation was done and after 
a few months the residual decreased to 2 ounces. The 
patient brooded over the fact that the internist would 
not approve an immediate radical diverticulectomy, 
and in spite of his great improvement, committed 
suicide. 

Casz 2 (No. 820). Hydronephrosis Apparently Due to 
an Aberrant Artery—N. B. W., male, age 32, married, 
seen on September 1, 1926, complaining of hematuria. 
Nine years ago he had a severe sharp pain in the 
lower right quadrant and blood in the urine. A diag- 
nosis of appendicitis was made, but all symptoms dis- 
appeared following an injection of a hypodermic of 
morphin. Six months later there was a similar at- 
tack which responded to the same treatment. Three 
months later the same thing happened and a complete 
kidney investigation was done because of the hema- 
turia; all findings were negative. There were no fur- 
ther symptoms until one week ago. At that time 
there was a sharp pain in the right groin accompanied 
by severe hematuria, which required morphin. 

Cystoscopy showed a normal bladder; No. 6 cathe- 
ters were used and a very small amount of urine col- 
jected. Differential phthalein was attempted but none 
appeared on the left side; 22 per cent appeared in 
thirty minutes on the right. Pyelograms were then 
made (Fig. 4). The left kidney was negative, but the 
right consisted of a number of large pouches. A week 
later the patient was recystoscoped. A No. 11 Gar- 
ceau catheter was passed into the right kidney and 
six ounces of fluid withdrawn. This case is very inter- 
esting in that the utine is sterile, the differential 
phthalein indicated that the left kidney was not func- 
tioning and that the right was normal; whereas, an 
opinion based upon the pyelogram alone would have 
called for immediate extirpation of a kidney with good 
function, or if a unilateral pyelogram had been made 
of the non-functioning side the hydronephrosis on the 
opposite side would have been missed. 


Case 3 (No. 1052). Bilateral Renal Lithiasis, the Kidney 
with a Staghorn Calculus Alone Functioning—J. P. V., 
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age 39, married, first seen June 17, 1927. Two years 
ago there was left kidney colic and after five or six 
dilatations two small stones passed. On February 23, 
1927, he fell fifteen feet and received a compound frac- 
ture of the right leg. On admission to hospital the 
urine specimen contained no blood. Three days later 
he noticed a slight pain in the right side. On June 2, 
1927, he had renal colic and during the night vomited 
three times. A total phthalein done on June 17, 1927, 
showed 55 per cent in the first hour. A complete kid- 
ney investigation showed Staphylococcus albus in the 
bladder and the left kidney; the urine from the right 
kidney was sterile and contained no pus. The 
phthalein appeared on the left side in three minutes 
and 18 per cent returned in twenty minutes. On the 
right the appearance time was nine minutes and there 
was only a trace of phthalein. This checked with the 
comparative urea, The pictures showed a stone 1 cm. 
in diameter freely movable in the pelvis in the unin- 
fected, non-functioning, right kidney (Fig. 5). The 
left kidney is infected and the pelvis is completely 
filled by a staghorn calculus, yet it is doing all of the 
work (Fig. 6). 

The treatment should be immediate right pyelotomy 
before the kidney is destroyed by the stone rolling 
about. After the function returns in that kidney, the 


removal of the staghorn by nephrotomy should be 
considered. 


Case 4 (No. 677). Stricture of Ureter Following Pelvic 
Surgery, Cured—Mrs. L. J., age 38, first seen April 27, 
1926, complaining of pains in lower right quadrant 
of stabbing character. Eight years ago the left tube 
was removed because of an ectopic pregnancy and a 
right ovarian cyst “the size of an orange” was extir- 
pated. Later a right floating kidney was diagnosed 
and attributed to removal of its former pathological 
support—the cyst. No treatment was prescribed. 
Urinary history was negative except for nocturia (one 
time) for years and marked urgency. Function was 
normal and the urine uninfected. Cystoscopy—No. 7 
catheters passed with ease to both kidneys. No. 11 
Garceau catheters were then used, the one on the right 
passed with ease, but on the left would not enter 
beyond five inches. Pyelograms were normal except 
for overinjection (24-inch gravity pressure). (Fig. 7.) 
When the patient was placed in an upright position 
the right kidney dropped a distance of three inches. A 
kidney belt was prescribed. At subsequent visits the 
left ureter was dilated so that a No. 11 Blasucci 
catheter passed with ease. She has been free of pain 
and all bladder symptoms for one year. 


Case 5 (No. 880). Congenital Bilateral Ptosis of Kid- 
ney—Right Nephropexy Followed Unilateral Pyelogram. 
R. M., age 39, married. He was alleged to have suf- 
fered a “sacro-iliac slip and dislocated his right kidney” 
on June 26, 1923, when an automobile he was cranking 


Fig. 8—Bilateral ptosis of kidney. 
ropexy; “‘B’’ four years later. 
pelvis.) 


“A’’ before neph- 
(Arrow indicates brim of 
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backfired. Since 
that time he has 
consulted nu- 
merous doctors, 
had a nephro- 
pexy, and in 
May, 1925, was 
rated forty-nine 
and one-half 
total disability 
by the Industrial 
Accident Com- 
mission. In Jan- 
uary, 1926, he 
again “dislocated 
his kidney” lift- 
ing a trunk, and 
another right 
nephropexy was 
advised. A com- 
plete urological 
examination was 
made November 
11, 1926, and all 
findings were 
negative. Both 
kidneys were low 
and there was 
practically no descent in the upright position. The 
plates made before the nephropexy were of the right 
kidney alone, so the low left kidney was overlooked. 
The kidney is now lower than before it was sus- 
pended. This is a case of bilateral congenital low 
kidney without symptoms, but very valuable for com- 
pensation purposes. Had the ptosis of the kidney not 
been found he would undoubtedly have continued as 
a “sacro-iliac slip” case. Traumatic dislocation of the 
kidney is possible but highly improbable unless the 
heavier liver is first displaced. 


Case 6 (No. 589). Calcified Hematoma—Mrs. D. S., 
age 42, married, complaint frequency. This patient 
is a neurotic who spends her time in various doctors’ 
offices. Her appendix has been removed, the gall blad- 
der explored, and eight years ago some pelvic surgery 
was done. She had an attack of hematuria one year 
ago. For the past ten years she has had nocturia 
three or four times, often a daily frequency of every 
hour or two hours, dysuria and marked urgency. 
Kidney function normal. Cystoscopy was negative; 
specimens from the kidneys were sterile. Pyelograms 
were not permitted. A plain picture showed several 
calcified areas in the gluteal muscles. The patient 
gives a history of having been a steeplechase rider 
in her youth and admitted emulating the Prince of 
Wales by spending more time on the ground than on 
her horse’s back. The genito-urinary tract is object- 
ively normal. The symptoms of which she complains 
may or may not be present. The calcified hematoma 
were symptomless until she saw the picture. 





9—Calcified hematoma left 


Fig. 
gluteus muscle. 


SUM MARY 


1. Ten years ago pyelography was considered 
a dangerous surgical procedure. Today, because 
of the innocuousness of the reagents used and the 
successful sales talk of the high-powered cysto- 
scope salesman, a large number of the general 
practitioners do their own pyelographies. 

2. Pyelography is ordinarily a simple “fool 
proof” procedure, but cystoscopy is not, and com- 
plete anuria and deaths follow urethral instru- 
mentation and are then attributed to the lavaging 
of the kidney pelvis with sodium iodid—a harm- 
less intravenous agent. 

3. The use of warm or hot water as an irri- 


gating medium results in fogged lens and soft 
catheters. The bladder is relatively not sensitive 
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to cold water and the irrigating solution should 
never be above room temperature. 


4. Three quick ways of spoiling catheters are 
sterilization by storing them in a container con- 
nected with a receptacle of formaldehyd, by boil- 
ing them, or by subjecting them to a prolonged 
soaking in bichlorid of mercury solution. 


5. Twelve per cent sodium iodid is a harmless 
and satisfactory pyelographic media. 


6. Fifteen to twenty-five per cent sodium bro- 
mid as a pyelographic medium represents potential 
danger and discomfort to the patient. 


7. Double pyelograms are necessary so that the 
two kidneys can be compared. Bilateral bizarre 
shapes, et cetera, are congenital but unilateral 
ones indicate a pathologic condition. 


8. Double pyelograms can be taken with im- 
punity in any case that has been subjected to 
bilateral ureteral catheterization. 


_ 9. The most satisfactory method of injection 
is by the gravity method, using two burettes held 
in a stand at a height of 18 to 24 inches above the 
patient. When the fluid stops running the kidney 
pelvis is filled, and this may take one minute or 
five minutes. 


10. With a syringe there is generally over- 
injection, which spoils the picture and causes the 
patient discomfort for a few hours. The same is 
true of a gravity burette held by a nervous or 
impatient assistant, for the tendency is to elevate 
it and hurry the filling. 


11. Six cases are reported in abstract with pic- 
tures: (a) Diverticula of bladder with reflux to 
left pyonephrosis. (b) Hydronephrosis of right 
kidney due apparently to aberrant artery. Pas- 
sage of catheters caused anuria of normal left 
kidney. (Fortunately, a pyelogram of left kidney 
alone was not done.) (c) Bilateral renal lithiasis, 
small stone in uninfected, non-functioning kid- 
ney, staghorn in infected functioning kidney. 
(d) Over-injection with 24-inch gravity pressure, 
the solution spraying out through or between the 
tubules. (e¢) Congenital bilateral ptosis of kidney. 
Unilateral pyelogram resulted in nephropexy and 
four years later kidney had resumed approxi- 
mately its former position. (f) Calcified hema- 
toma symptomless until the picture was seen by 
the neurotic individual. 

: 1275 Flood Building. 


DISCUSSION 


GeorcE G. REINLE, M.D. (532 Fifteenth Street, Oak- 
land).—We are indebted to Doctor Wesson for his 
very complete exposition of the difficulties attending 
interpretation of pyelograms, a matter to which those 
other than urologists are apt to give insufficient con- 
sideration. Comparative pyelograms of the two sides 
are of course of inestimable value, and the occasional 
cystoscopist cannot too thoroughly familiarize himself 
with the different types of silhouette seen in normal 
cases, for these are not infrequently diagnosed as 
pathological. 

For purposes of anesthesia, we have found the 
routine administration of two grains of codein three 
hours before cystoscopy and one grain one hour 
before cystoscopy to be of very considerable advan- 
tage. Catheter anuria, which previously used to occa- 
sion some embarrassment, we have now practically 
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overcome by the administration of 500 cc. of water 
one hour before cystoscopy. 


In the technique of instillation of the pyelographic 
medium itself, we invariably use the gravity method, 
the height of the column of water being not over 
eighteen inches above the patient, as Doctor Wesson 
suggests. Invariably, the amount of fluid which flows 
in without causing the patient discomfort is carefully 
measured. As a general thing, if 10 cc. of fluid flows 
rapidly, we take a picture at this time and run it 
through the developer, inspecting the film while it is 
still wet; if then there seems to be indication for the 
necessity of further fluid, which is sometimes the 
case, we may repeat the picture with such quantity of 
media as is necessary to demonstrate the pathology. 


% 


Guy Manson, M.D. (1020 Mattei Building, Fresno). 
I am pleased to hear Doctor Wesson say double 
pyelography is not especially dangerous. I know that 
many of the large urologic clinics advise against it. 
For economic reasons, I have made double pyelo- 
grams for several years, and have never seen any bad 
results. Few patients are willing to stand the extra 
expense and discomfort of two examinations, if it is 
possible to accomplish the same thing in one. 


Doctor Wesson has pointed out that with too great 
an intrapelvic pressure, filtration occurs in the reverse 
direction and the pyelographic medium practically 
becomes an intravenous injection. This brings up an 
important point not mentioned in Doctor Wesson’s 
paper: namely, the danger of doing a pyelogram in 
the presence of a kidney infection. I have seen one 
case of septicemia that could only be accounted for 
by a pyelogram, although the gravity method was 
used in doing the pyelogram. 

There are so many normal conditions of the kidney 
and ureter, often misinterpreted by a pyelo-uretero- 
gram, that it would be impossible to cover the field 
in a paper of this kind. Braasch has written a whole 
volume on the subject. There is, however, one com- 
mon mistake I think worthy of mention. That is 
mistaking peristaltic waves of the ureter for strictures. 

Doctor Wesson cites a case of hydronephrosis diag- 
nosed as appendicitis. We see so many cases of 
kidney lesions where an appendectomy has been done 
without relief, that I feel we are justified in advising 
a kidney study on all cases diagnosed as chronic 
appendicitis, before an appendectomy is advised. 


% 


J. C. Nectey, M.D. (527 West Seventh Street, Los 
Angeles)—Doctor Wesson’s paper is so well pre- 
sented that any discussion is limited to personal 
exceptions. 


In one place is the statement “pyelography and even 


cystoscopy is still held responsible for an occasional. 


death and hence must not be regarded as a harmless 
maneuver,” and later, “double pyelograms can be 
taken with impunity in any case that has been sub- 
jected to bilateral ureteral catheterization.” 


These two statements do not appear to be consist- 
ent. I would hesitate to do a double pyelogram on 
renal tuberculosis, infective pyelonephritis, low func- 
tioning kidneys, etc., etc., and yet each one of them 
must have double ureteral catheterization for diag- 
nosis. 

My investigations from records of the Los Angeles 
General Hospital where hundreds of pyelograms are 
taken, show less than 1 per cent double pyelograms. 
In private hospitals, the percentage is but slightly 
more and of the double pyelograms taken, over 97 
per cent are taken by men who are not urologists. In 
a recent visit to some of the Middle West urological 
clinics, I found the same opinion prevailed as to 
double pyelograms and did not find any of the urolo- 
gists doing double pyelograms as a routine. 


Quoting Young, in his textbook on urology, 
“Should a pyelogram be made of the opposite kidney 
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at the same sitting?—The majority of urologists 
think not.” 

Braasch, in his recent textbook on “Urography,” 
states: “Simultaneous bilateral pyelography as a rou- 
tine procedure is not advisable.” 


_I believe it unwise to submit a patient to a double 
risk for economic or any other reason. 


Since the many urologists are opposed to routine 
double pyelograms, it would seem better not to advo- 
cate it through the medical press, because the un- 
trained or occasional cystoscopist might try it, as 
being sanctioned by a well-known urologist. 


I have seen in: consultation, a few cases having 
extravasation of the iodid into the kidney substance. 
All of them experienced extreme pain, shock, some- 
time anuria, always hematuria and sometimes serious 
damage to the kidney substance, as the pathologist's 
report on one of them will show. The patient had been 
pyelogramed (on right side) twice in eight weeks, all 
of the work done by one who does cystoscopy occa- 
sionally. I saw the patient at the time of operation 
which was done six days after the last pyelography. 


Pathologist’s Report—Kidney normal size and shape. 
Capsule strips easily, leaving a smooth pink surface, 
with the exception of several scattered red, irregular 
shaped areas, over which capsule is thickened. There 
are several deep red pyramidal foci, having their bases 
at the surface, and involving the cortex and papillae. 

Sections including red foci show thickened capsule, 
beneath which there is lymphocytic and some leuko- 
cytic infiltration. There is also evidence of old hemor- 
rhage, as shown by the presence of endothelial 
leukocytes, containing blood pigment. Between the 
tubules there is much extravasated blood. Many of 
the tubules and some of the glomeruli are atrophied. 
Diagnosis: Infarction; inflammation. 

This case showed definite extravasation of the iodid 
at the time of both pyelograms. One cannot but won- 
der what would have been the result if a double pyelo- 
graphy had been done. 

Perhaps Doctor Wesson and others of like skill and 
wide experience will be able to do routine double 
pyelography by gravity method without harm or bad 
results, but I hardly believe the casual cystoscopists 
are quite ready to perform double pyelography as a 
routine procedure, even though sanctioned by a man 
of DoctorWesson’s high standing. 


® 


Doctor Wesson (closing).—Doctor Negley has em- 
phasized some of the points that I wanted to bring out 
in this paper. Ureteral catheterization is a surgical 
procedure and is fraught with just the same danger 
as an appendectomy. Unfortunately, untrained and 
poorly trained men do both, with impunity, and then 
are shocked by the occasional fatality. 


Anuria and exitus follow urethral and ureteral in- 
strumentation, and the operator confuses the issue by 
blaming it on double pyelography. I have recently 
seen a case of anuria and death following the passage 
of a sound, and one of anuria of four days’ duration 
following plain cystoscopy, the chagrined cystoscopist 
having failed to introduce a catheter into either ureter. 
Had pyelograms been made the untoward results in 
both cases would have been attributed to double 
pyelography. Double ureteral catheterization has long 
been recognized as a very dangerous maneuver in 
all cases of low renal function no matter what the 
cause. Consequently, double pyelography should never 
be done, and single only with great care and fear. 


Hugh H. Young (Johns Hopkins Hospital) has 
always done double pyelograms. In a paper read 
before the Premier Congrés de La Société Interna- 
tionale D’Urologie, in 1920, he emphasized the value 
of the superiority of the gravity method of injections 
and the routine use of double pyelograms when there 
are no contraindications. In a personal communica- 
tion, in 1923, he reiterated these views and they are 
further amplified in his forthcoming book on pyelog- 
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raphy. Nevertheless, during his frequent absences, 
unorthodox views have crept into his clinic and even 
into the textbook of Young and Davis. However, this 
last is meaningless, as the writing of this paper was 
suggested by a conversation with Professor Young 
last summer, 


My impression is that in practically all of the large 
eastern clinics double pyelograms are routinely done 
and the same is true in Chicago, hence I am surprised 
to find that in Los Angeles they do single pyelograms 
and subject the patient to a double session of kidney 
colic, hospital expenses, et cetera. Any patient that 
has both kidneys lavaged with 1 per cent silver nitrate, 
or with 3 per cent mercurochrome, and then has the 
catheters plugged for ten minutes can tolerate the 
lavage with 12 per cent sodium iodid (under eighteen 
inches of gravity pressure) long enough for an x-ray 
exposure. Furthermore, if 10 cc. of 20 per cent sodium 
iodid can be injected into his veins for syphilis, his 
system will not resent a little leakage of 12 per cent 
sodium iodid between the renal tubules (Fig. 7), be- 
neath the capsule (Fig. 1), beneath the pelvic fascia 
(Radiol., 1928, x, p. 434, Figs. 6 and 7), or through the 
renal parenchyma (Ann. Surg., 1926, Ixxxv, p. 253, 
Fig. 3, February, 1926). 


Emphasis should be laid upon the point brought 
out by both Doctors Reinle and Manson that although 
double pyelography is desirable there are no hard and 
fast rules, and that every case should be considered 
individually and so treated. 


INTESTINAL PROTOZOA* 


THEIR RELATION TO CERTAIN DISEASES—DIAG- 
NOSIS AND TREATMENT 


By Joun V. Barrow, M.D. 
Los Angeles 


Discussion by Herbert Gunn, M.D., San Francisco; 
Q. O. Gilbert, M. D., Oakland. 


HIS paper will deal briefly with the essentials 

in laboratory diagnosis. It will discuss the 
clinical syndromes probably related to the pres- 
ence of human intestinal protozoa. The treatment 
in its concrete form will give a résumé of the 
various drugs, diets, and other means at our dis- 
posal for combating these infestations. 

The literature of several years ago dismissed as 
commensals all intestinal protozoa not proven able 
to penetrate the bowel wall. This unscientific atti- 
tude practically prohibited further study or in- 
vestigation of this problem, and left at once only 
the Amoeba histolytica and the ciliated Balantidium 
coli in the pathogenic group. At this time the 
allergic reaction of foreign proteins in disease was 
not being considered. Such reactions as Pottenger 
points out in tuberculosis, Wertheim in syphilis, 
and the reactions of intestinal proteins in produc- 
ing various forms of urticarias, all tend to prove 
the importance of foreign protein within any part 
of the digestive tube. The above biochemical re- 
actions would indicate the absorption of substances 
which, either without further synthesis or with- 
out detoxication, account for this physiological 
depressive behavior. The term depressive is not 
used in the psychological sense. Clinically, depres- 
sion seems to be brought about by two great 
forces: first, by the supply to the organ or tissue 

* Read before the General Medicine Section of the Cali- 


fornia Medical Association at its Fifty-Seventh Annual 
Session, April 30 to May 3, 1928. 
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of an unusable or poisonous protein, and second, 
by the failure to supply to the organ or tissue 
some important component part, the lack of which 
(vitamin) produces a deficiency disease. 


LITERATURE 


We have reviewed practically every significant 
work on the diagnosis and treatment of protozoa. 
Cytological authorities are few. One need not re- 
member more than a dozen names to be familiar 
with those who are and who have been capable 
of settling a cytological dispute. For the encour- 
agement of the clinician and his technical labora- 
tory workers, technicians of the entire world have 
acquired their diagnostic standards from not more 
than half a dozen masters in cytology. These few 
authorities do not differ in the great essentials; a 
new species is occasionally a matter of question. 
We have passed the period when the first seeing 
of an organism by a novice is sufficient author- 
ity for a new name. The Amoeba dysenteriae had 
received seventy-five christenings from various 
parts of the world before Schaudinn gave it the 
most popular name of Amoeba histolytica. This 
would seem a discouraging outlook for a critical 
diagnosis, but when we reflect that it took but few 
men to work out bacteriological accuracy, and not 
a tremendous number to set the standards for 
medical practice, we can readily appreciate that it 
is as easy to follow and duplicate the work of 
masters in protozodlogy as it has been in fields of 
medical science and art. 


The author wishes, therefore, to call your atten- 
tion to the memorable monographs of Sellards 
and Walker which occurred in that formative 
period around 1909 to 1914, and again to the 
present-day standard bearers, Dr. Charles A. 
Kofoid of the University of California and Dr. 
Clifford Dobell of London. There are other 
workers deserving of full merition whose mono- 
graphs and diagnostic works as well as those of 
other authorities can be had in most medical libra- 
ries throughout the world and can be obtained 
from any active medical book dealer.’ 


ESSENTIALS IN LABORATORY DIAGNOSIS 


Doctor Kofoid has raised the very vital prob- 
lem of the differentiation of protozoan from meta- 
zoan cells. We are obliged to leave this solution 
to cytological experts. Our serious duty is to tabu- 
late careful observations and to submit an abun- 
dance of pathological material for research and 
study. Mistaken diagnoses are not so disastrous 
clinically as to render diagnosticians silent. Let 
each worker remember that the illustrations of 
typical organisms and cysts were probably chosen 
from among thousands of atypical ones purposely 
omitted. The completed cyst, true to racial type, 
is often difficult to find, but one or two essential 
characteristics of the organism will be found more 
or less prominent in every specimen. Treatment 
must not be so dangerous that an occasional mis- 


1. Textbooks are not mentioned, in order to avoid con- 
troversy as to authorities. 


Dobell’s ‘‘Human Intestinal Protozoa’? and Kofoid’s 
“Amoeba in Man” should be in every laboratory. 
The Archives of Internal Medicine of April 15, 


1928, 
page 560, is worthy of perusal by all. 
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taken diagnosis can result in harm to our patient. 
There is so much that is beneficial in the hygienic 
and physiologic management of these cases that 
a wrong diaghosis and subsequent treatment may 
prove beneficial rather than harmful to both the 
patient and the empiricist. 

The virulence of an infection is measured clini- 
cally by the effect it produces. Its ability to stir 
up local or general reaction calls our attention to 
the invader. Both the quantity and the quality of 
the toxin play their parts against the resistance 
and weakness of the host. If the entrance of a 
toxin into tissues does not allergically stimulate, 
antibodies or protective substances, the host or 
some part or organ thereof must suffer in vitality. 
This deficiency is probably subjectively revealed 
by depression. 

Poisonous substances circulated to our endo- 
crine glands tend to lower their function.- Failure 
of glandular function means a lack of all vitamin 
benefit and the system is soon in a deficiency 
state—which is the alpha and omega of several 
of our chronic diseases. By the above reasoning 
we can understand some of our failures in pre- 
ventive medicine. Inability to cultivate protozoa 
or to experiment either physiologically or chemi- 
cally with their cellular components is as great a 
handicap as not being able to measure the viru- 
lence or foreign protein load in these severe in- 
testinal protozoan infections. 


We are therefore forced to utilize the methods 
of our forefathers. We must observe and, with- 
out prejudice or error, set down what we see 
as facts. When certain clinical findings con- 
stantly group themselves about a type of disorder, 
they constitute a syndrome. Patients heavily and 
chronically infested with intestinal protozoa pre- 
sent such a constant and unerring set of symp- 
toms, and in the absence of experimental proof 
we must recognize this syndrome. 


INFESTATION—-WITH INTESTINAL 
DISTURBANCE 


The first clinical sign in these patients is some 
form of intestinal disturbance, which renders him 
superconscious of his digestive tract, its move- 
ments, or lack thereof. These signs are gas, ten- 
derness, cramps, dizziness, constipation, diarrhea, 
forgetfulness, and lack of concentration, no in- 
terest in life, asthenia of thought, desire and 
action, together with various complaints of in- 
digestion not substantiated seemingly by fact or 
physiology. The above condition comes on insidi- 
ously, and when the true complaint reaches the 
physician there is present the metabolic imbalance, 
the deficiency in vitamin, endocrine dysfunction, 
and malaise to the point of melancholy. There are 
aches and pains referable to no anatomical, phy- 
siological or psychological.causation. Without ap- 
petite for food or hope for the future, the patient 
presents his bewildered “complex” to his often 
perplexed physician. 


BLOOD PICTURE 


The laboratory emphasizes the picture of 
chronic deficiency by showing a lowering of the 
hemaglobin and red and white blood cells. In the 
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latter the polynuclear or bone-marrow cell suffers 
most. The eosinophile and the neutrophile leuko- 
cyte share this depression. Most textbooks state 
the contrary, perhaps because authors do not check 
every quoted statement but copy largely from pre- 
vious publications, thereby perpetuating medical 
mistakes. During the acute invasive stage of pro- 
tozoan infestations polynuclear production is prob- 
ably stimulated as shown by counts taken at the 
height of the systemic reaction. Chronic infesta- 
tion depresses the polynuclear blood-forming or- 
gans, as does influenza and typhoid fever. Both 
eosinophil and neutrophil share this depression, 
which may be the result of foreign protein poison- 
ing, or the expression of a general metabolic defi- 
ciency. Whatever the cause, there is certainly not 
an eosinophilia. 

The above facts must be remembered when the 
diagnosis or the determination of the need for 
surgical intervention concerns the appendix, or 
other abdominal viscera in a protozoan case. The 
laboratory will further show a deficiency in the 
body calcium, lost through the feces in the form 
of fatty acid crystals. No work has ever been 
done on the chemistry of this interesting physio- 
logical behavior. 


The above facts and findings are closely asso- 
ciated and are demonstrable almost constantly in 
chronic metabolic and deficiency diseases, includ- 
ing the severe anemias, diseases of the blood- 
forming organs, chronic deforming arthritis of 
Ely’s type 2, and the so-called avitaminoses, neu- 
rasthenias, etc. 


PROTOZOAN CARRIERS 


The protozoan carrier is in the same status 
pathogenically as the carrier of diphtheria, ty- 
phoid, tuberculosis, syphilis, gonorrhea, leprosy, 
or any other pathogenic possibility. He should 
neither be neglected and too little treatment given, 
nor be abused by overtreatment. He should re- 
ceive care and instruction both as an individual 
and as a potential pathogenic menace to his 
community. 


GENERAL TREATMENT 


Before discussing medicinal treatment it is well 
to observe that there is no specific diet, climate, 
temperature, mountain spring, or desert pool to 
be curatively recommended. Change from one cli- 
mate to another may prove of lasting benefit. This 
change may also work in the opposite way, and 
carriers, who have no knowledge or ill effect from 
the infestation, may have an exacerbation of the 
disease, even to the acute form. One finds the 
infestation present in the asthenic type of patient 
most often. The heavily infested, chronically, are 
those most in need of total vitamins and could 
often be classified as hypoadrenia or avitaminosis 
cases. Nowhere in medicine is common sense 
against harsh treatment better directed than in 
these chronic cases. Good hygienic surroundings 
with general nourishing food is the most needed. 
They. often have spent money enough on diet lists 
and starvation advice from cultists to have carried 
them through their illness comfortably. Many of 
these chronic cases have been seeking health for 
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years and naturally fall a prey to all types of 
charlatans. 

All acute cases must have rest in bed, sufficient 
fluids, bland nutrition, and general systemic sup- 
port. Milk and gruel mixtures are the funda- 
mental basis of the diet and must be continued 
entirely through the acute irritative stage. As the 
chronic stage approaches, soft solids, adequate in 
nutrition, vitamin, and bulk, must be supplied for 
proper physiological function. A diet to cure a 
chronic colitis would often kill the patient by sheer 
lack of nutrition and vitamins. 

The hygienic protection of others must not be 
omitted. With our modern system of bathroom 
sanitation, and personal cleanliness, there is little 
danger to others. The unclean food handler 
within the city and the unhygienic toilet arrange- 
ments of vacation camps probably constitute our 
greatest menace. Prophylaxis in general is cov- 
ered by our fight against flies, unclean hands of 
food handlers, filthy fertilization of vegetable- 
growing soils, improper disinfection and disposal 
of excreta in country places. Neglect of proper 
precautions favor an unsafe water and vegetable 
supply through human contamination. It is almost 
a repetition of the hygienic fight against typhoid 
fever, and the danger to the public is less easily 
prevented because cysts of protozoa are more re- 
sistant than the organisms of typhoid. 


MEDICAL TREATMENT 


The action of drugs employed is similar in acute 
and chronic cases and their complications. What 
is said of their method of administration applies 
equally to all of these conditions. Chronic pro- 
tozoan infection may not always require treat- 
ment, and such should not be administered when 
the treatment would mitigate against the recovery 
from some other unrelated disease as pneumonia. 
However, in many cases the treatment for chronic 
protozoa possesses so much of alterative benefit 
that much help is received even in unrelated dis- 
eases. As a concrete example it has been shown 
on the author’s service in the General Hospital 
that, although protozoa are exceedingly rare in 
typhoid fever patients, the use of emetin is of 
great benefit in its treatment. 

With the discussion of each drug we shall in- 
clude its toxicity. Reasonably brief directions for 
its administration together with the specific and 
alterative action of each remedial agent will be 
given. Although discussed separately, two or more 
remedies must often be used simultaneously as is 
our medical custom. 

Ipecac and its derivatives deserves first place in 
the treatment of protozoan diseases. Their altera- 
tive action in liver, lung, and intestinal disorders, 
has long been known. This principle depends on 
mild, not massive, doses. To clinicians who master 
its use, ipecac becomes a sort of vegetable iodid, 
seemingly capable of favorable influence on all dis- 
eases metabolic in character. It produces a mild 
hyperemia of the intestinal mucosa. Probably the 
same action is present in all mucous surfaces. In 
one form or another it is probably detrimental to 
all protozoa. It is particularly harmful to the 
Amoeba dysenteriae. In excessive doses both ipecac 
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and its active alkaloid exert a powerful depressive 
action on all cellular structures, expressed particu- 
larly in muscle and nerve weakness. Both experi- 
ment and experience have placed the rational and 
reasonable dose of emetin at one-third of a grain. 
The unpublished records of the author’s cases 
electrocardiographed in the General Hospital by 
Doctors Berman and Leake failed to show any 
cardiac variation during or following the intra- 
venous administration of one-third to a grain in 
the human. However, the dosage on guinea-pigs 
can easily be pushed to cardiac depression. Proto- 
zoan toxin seems to produce the same depression. 
In patients who already have a very low adrenal 
and general endocrine dysfunction, emetin may 
easily be given to the point of danger, and in such 
patients must be either very guardedly given or 
withheld completely. 


We find the large dosage of from one to three 
grains of emetin recommended and copied from 
one author to another. This dangerous dose is 
probably responsible for tragedies in the practice 
of physicians who must on first administration of 
a drug follow texts rightfully considered sane, 
safe, and sound. It is regrettable that systems 
of medical texts give only a mild caution against 
such tremendous overdosage. Such overdosage 
will certainly bring into disrepute a drug which 
deserves a place with mercury, iodin, and arsenic 
in their favorable or alterative action in disease. 
In the endocrine depression it is a mooted ques- 
tion whether all depressive or cellular destructive 
therapy would not better be discarded and depend- 
ence placed on all the factors of hygiene, diet and 
environment that will build up the body resistance. 
These hypoadrenia cases are easily injured if not 
fatally terminated by excessive toxic therapy. In 
at least two texts we find recommended from 
ninety to one hundred grains of emetin in a com- 
paratively short course of treatment. Since one 
grain of emetin is the alkaloid from ninety grains 
of ipecac, we readily compute that the advised 
total dosage in this brief treatment ranges from 
eight thousand to almost eleven thousand grains 
of ipecac. Such dosage is manifestly preposterous. 
I am sure we see cases where the administration 
of one-sixth to one-third grain daily is as spec- 
tacular in its benefits as any we could expect or 
hope for by large dosage. 


Rarely does any other complication than mild 
nausea or muscle tiredness result from the proper 
use of ipecac and its derivatives. Individual drug 
idiosyncrasy must, however, be borne in mind. 


Oral administration of ipecac is by the pow- 
dered drug in pill or capsule form, and by the 
alkaloidal salts of bismuth iodid and its competi- 
tor, emetin peroxid. All of these must be enteric 
(salol or keratin) coated to prevent stomach 
digestion and consequent severe vomiting. In this 
form the drug is given in large dosage and special 
care is necessary in both the selection of cases and 
in the technique of administration. The large dose 
is given usually late at night following complete 
rest. It may be preceded, in the highly nervous 
patient, by paregoric or even by morphin hypo- 
dermically. After a day of light, nonresidue, 
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nutritious diet, at eleven p. m. the patient is given 
from six to twelve of the five grain pills and left 
in complete quiet with an ice bag to the epigas- 
trium, and all the natural inducements for sleep. 
If nausea should develop renew the ice bag and 
add an ice collar to the neck. Breakfast, if desired, 
may consist of some hot coffee, or toast and tea, 
or grapefruit may be gratefully received. Provide 
well for body fluids. The noon and early evening 
meals may be chosen by the patient from a light, 
nonresidue menu. Each succeeding night the dos- 
age is reduced by five grains until the daily dosage 
of five grains is reached, which may be maintained 
for ten to fifteeen days. The length of the course 
depends on the reaction of the patient and the 
results obtained. The above treatment is drastic 
and should not be administered to patients who 
have cardiac or other severe asthenia or deficiency 
where marked nausea or purging might induce 
collapse. If any sign of muscle weakness super- 
venes, the treatment must be stopped, during any 
stage, until all untoward symptoms are gone. 
Then perhaps some other form of therapy should 
be substituted. The above caution applies to all 
ipecac derivatives, no matter how administered. 


Emetin hydrochlorid is the most serviceable of 
all the ipecac preparations. The earliest dosage 
was placed at one-third grain hypodermically or 
intravenously. The first dose in the acute cases 
should be given hypodermically. In very acute and 
robust patients it may be given twice daily, but 
extreme caution should be used in giving larger 
doses. There is an ordinary red area about the 
size of a half-dollar at the point of injection on 
the following day, whether given subcutaneously 
or intramuscularly. Frequently the reaction is 
severe enough to cause a slight erythema studded 
with a few blisters. This is not an infection and 
disappears in two or three days with no other 
treatment than cleanliness. Acute cases should 
have the one-third grain dose daily intravenously 
for about ten days or two weeks, inquiry being 
made daily as to the appearance of weakness from 
the drug. At the end of two weeks the injection 
is given on alternate days or twice weekly for 
another two or three weeks. During the follow- 
ing month or six weeks one-third grain weekly 
will probably be sufficient. After this a period of 
rest from emetin should be given for four weeks 
or even longer. Coincident with this injection may 
be used the stovarsol, chaparro amargosa, or even 
one of the other ipecac preparations. The state- 
ment still abounds in the literature that one-half 
dozen doses of emetin are sufficient to rid the 
patient of cysts. This contention is comparable to 
removing freckles by sending a small red-headed 
boy out of the room. Chronic patients may be up 
and about so far as the treatment is concerned, 
but patients with acute dysentery belong in bed 
always. 

Emetin bismuth iodid is given best at late bed- 
time in doses of three grains, with the same cau- 
tion as above. The periodid in one grain capsules 
is a competitor of the bismuth salt and is admin- 
istered in a like manner. Both preparations owe 
their efficacy to emetin and not to iodin. The 
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course of these preparations is from six to twelve 
days. If signs of weakness or heart disturbance 
occur, the course should end and some other form 
of therapy should be substituted. 


Alcresta ipecac tablets, two every two hours or 
two t. i. d. are very helpful in chronic cases. The 
calcresta capsules, containing also some calcium 
phosphate, one t. i. d., a. c., are very valuable in 
the patients who have a tendency to chronic con- 
stipation and liver sluggishness. Their action on 
the liver function is excellent and their action 
chronically is alterative. 


The fluid extract of ipecac in doses of thirty 
to one hundred twenty minims in four ounces 
of water, administered by the duodenal tube is 
recommended only in hospital and well-nourished 
patients. 


Several arsenical preparations have been used 
but, to avoid confusion, we shall mention only two, 
viz., neoarsphenamin and stovarsol. Both prepara- 
tions have their competitors. Neoarsphenamin in 
usual dosage may be given in six ounces of water 
as a duodenal or rectal lavage, or intravenously as 
usually administered, and with the usual precau- 
tions. Intravenously it seems more of an altera- 
tive than a protozoacide. 

Stovarsol in four-grain tablets taken one to 
four daily is very effective in many of the acute 
dysentery cases. It is a well-suited treatment for 
giardia and probably is quite as effective for chilo- 
mastix infection. Its use entails much caution 
against arsenical poisoning expressed often early 
by itching, dermatitis, and an exacerbation of in- 
testinal symptoms. Asthenic cases with dietary 
idiosyncrasies are most prone to go wrong under 
this management. The drug must be administered 
over short periods only, and then cautiously 
watched daily. 


Bismuth subnitrate in teaspoonful doses every 
two to four hours for days, and even weeks, is 
strongly recommended by some authors. This 
treatment is accompanied with a milk diet for 
weeks. Caution is necessary in cases of mechani- 
cally faulty bowels, for the powder may form 
solid masses difficult or even impossible of expul- 
sion. Manual removal of caked bismuth from the 
rectum is often necessary. 


We cannot agree that Epsom salts or even 
castor oil have a safe place in severe dysentery. 


For years a substance known in Europe as 
yatren and in America as anayodin has had con- 
siderable mention, more favorable in Germany 
than elsewhere. It is probably an iodin derivative 
of hydroxyquinolin. In our opinion its efficacy 
owes nothing to the iodin radical. This substance 
is generally given orally in pill form in doses of 
ten to twenty grains (one to three pills) three 
times daily after meals. It often increases or 
causes dysentery. The author is not able to give 
the large dosage generally recommended. The 
course lasts about ten or twelve days and then may 
be lessened and given more or less continuously. 

The substance may be given from ampoules 
subcutaneously or intravenously as emetin is ad- 
ministered. Aside from the iodin content it does 
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not manifest any toxic action. The pure sulphate 
of this product is usable with great benefit orally 
by duodenal and by rectal lavage in from 1 :3000 
up to 1:500. It is both noncorrosive and nontoxic, 
having a high disinfectant value. 

Chaparro amargosa (bitter bush), one of the 
simarubaceae, has much value. The extract, fluid 
extract, and the decoctions of its bark are to be 
had. The extract in four grain pills is given best 
after meals. The fluid extract in thirty to sixty 
minims may be given in hot water three to five 
times daily. It is slightly constipating and tends 
to produce nausea from its severe bitterness. A 
good decoction is made by combining the bark, the 
rind of the pomegranate fruit, and gum acacia, of 
each an ounce to a quart of water. Boil down to 
one pint and drink the entire amount over a period 
of twelve hours. Repeat as often as desirable— 
one to three times weekly. It is very disagreeable 
but nontoxic and truly helpful, and often relieves 
stubborn dysentery. : 

Antimony trioxid in two and a half grain cap- 
sules has been given with favorable report for 
Councilmania lafleuri. The first week one capsule 
t. i. d. is given, and after that the dose is doubled 
and continued for a period of weeks. The author’s 
experience has not been favorable to this, although 
we have used great care to get the chemically pure 
article. The toleration of the patient was very 
poor. , 

Our results with mercurochrome have not en- 
couraged us. Salivation occurs too readily to 
allow its general use. 


SURGICAL TREATMENT 


Having mentioned all the chief drugs at our 
disposal for treatment, we deem a few words 
about mechanical therapy necessary. In all cases 
having adhesions, tumors, malformations, diver- 
ticula, etc., proper surgery is often necessary. 
This diagnosis must be carefully worked out and 
concurred in by careful observation and consulta- 
tion. Cecostomy, appendicostomy, and sigmoidos- 
tomy properly done save life, but entail much risk 
as to time of election. The thermal treatment of 
Rivas seems to offer much promise, but requires 
careful control. 


The treatment of complications is but the appli- 
cation of all of the above principles and drugs as 
modified by general pathology. Dysentery, ob- 
struction, malnutrition, abscess of the liver and 
the other viscera, epilepsy, hypoadrenia, avitami- 
nosis, arthritis deformans and other metabolic in- 
sufficiencies, iritis, dermatitis, colitis, neuritis, and 
others will often be complicated by the additional 
load of protozoa. With our meager knowledge of 
the chemical stuff that cells have offered to them 
for metabolism, with our ignorance of protozoan 
chemistry, with such reactions as allergy still a 
mystery, we must continue to observe and to tabu- 
late our findings, doing so with full appreciation 
that many of our interpretations will often be 
wrong. However, with even a small showing of 
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success we shall be imbued with true courage to 
bear criticism, as we dare for humanity. 

Since to the author belongs the credit for the 
original conception that arthritis of Ely’s type 2 
is closely associated with colitis of protozoan 
origin,” I desire to give a brief outline of the medi- 
cal treatment concerned in its management. 

If the case is heavily infested, having the usual 
symptoms of protozoiasis, it should be treated ex- 
actly as any other protozoan case. The chronic 
constipation is very frequently cared for by the 
use of calcresta capsules to which is added all the 
methods of colonic lavage at our command. The 
roentgenological proof of iliac or cecal stasis, 
chronic appendix, chronic colitis, diverticulitis, or 
adhesions about the colon, is very essential. Sur- 
gery to restore normal physiological function may 
be required. 

In chronic cases where no protozoa are found 
but where their secondary effects are shown by the 
malfunction of the intestines, improper absorption 
of toxic bodies and the invasion of secondary bac- 
teria, treatment must be more chronic and more 
mild. It is in these cases that the alterative drugs, 
vitamins, nutrition, and general hygiene are most 
productive of good. Their course is so chronic 
that it is difficult for patients to continue one 
regimen long enough to produce results. The use 
of emetin seems sometimes to increase the pa- 
tient’s general sensibilities. Any pain or discom- 
fort is more keenly felt. Often they show such 
ill humor and lack of appreciation that one won- 
ders that any physician can be so magnanimous 
or so stupid as to offer himself as a target for 
such complaints. Physicians taking these patients 
must either develop compassion and contriteness 
of heart or be driven to madness by what may 
seem a hopeless task. 

In cases with pain, swelling, deformity, and 
even fixation, we have recently used emetin di- 
rectly into and about these painful spots, deformi- 
ties and so-called ankyloses. We inject one-third 
to one-sixth of a grain and, whenever possible, 
follow it with diathermy for dispersing the drug. 
In many cases joints loosen that ordinarily would 
require breaking under anesthesia. This treatment 
may be given two or three times weekly. At the 
point of injection there is the usual redness and 
tenderness which disappears within from three to 
seven days. We can truly recommend this form 
of therapy. 

It is an interesting observation that other proto- 
zoacides do not seem to exercise this beneficial 
action to such a marked degree. The percentage 
of good results in arthritis deformans is not flat- 
teringly high by any method. This method of 
treatment does not supplant any other form of 
therapy and even may be use¢ coincidentally with 
anything that is beneficial to the patient. It is a 
valuable adjunct in the treatment of arthritis of 
this type and gives an added hope to both the 

2. ‘The Amoeba as the Cause of the Second Great_Type 


of Arthritis,’’ Ely, Leonard, et al (California State Medi- 
cal Journal, February, 1922). 
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as arthritis deformans, neuritis, iritis, endocrine 
disfunction, dermatitis, etc. 


4. Because of the patient’s naturally lowered 
vitality, overtreatment is decried. 


5. Treatment must be persistent and sometimes 
as chronic as the disease itself. 


6. Clinically, results of treatment are very good. 


We wish to thank Dr. E. L. Armstrong and 
other co-workers for their helpful suggestions in 
the preparation of this paper. 

1930 Wilshire Boulevard. 


DISCUSSION 


Hersert Gunx, M.D. (350 Post Street, San Fran- 
cisco).—There has been some controversy for a num- 
ber of years regarding the pathogenicity of some of 
the intestinal protozoa observed in man, but this is 
the most novel exposition of the subject that has come 
to my attention. 


The formulation of a syndrome that is applicable 
alike to the formidable E. histolytica and the harmless 
Trichomonas intestinalis is quite unique. Entameba 
histolytica is accepted as a pathogenic organism and is 
known to produce very definite pathological lesions 
with symptoms usually referable to the intestinal tract. 


Often there are symptoms of a more complex char- 
acter impossible to explain by the known pathology, 
and it is possible that these are, as Doctor Barrows 
suggests, of protein origin. 

Entameba coli is very generally considered to be a 
harmless ameba, and I believe, in a broad sense, this 
view is correct. It certainly never produces the seri- 
ous symptoms seen in histolytica infections. I have 
seen a few patients suffering from mild intestinal dis- 
turbance or obscure symptoms referable to other parts 
who, after being cleared of an ameba coli infection, 
appeared to be improved. However, I have seen a 
much larger number of such patients show no benefit 
from the treatment when cleared of their ameba. 


The other commonly found amebas—the Endolimax 
nana and lodameba butschlii are quite generally con- 
sidered harmless, and rightly so I believe. 


Of the commonly encountered flagellates the Giardia 
intestinalis, or Lamblia as it was formerly called, has 
received the most attention and been most seriously 
accused of being pathogenic. The parasite is certainly 
a most formidable looking animal under the micro- 
scope, and it is very liable to impress the observer 
that it is dangerous. 


I have carefully observed a number of -carriers of 
these flagellates, some of them over a number of years, 
and I have yet to see the case where I could definitely 
ascribe symptoms to their presence. 


The Chilomastix mesnili and the Trichomonas intesti- 
nalis are generally accepted as harmless. 

Personally I have never seen symptoms that could 
definitely be shown to be produced by them. 


There are several difficulties which complicate 
studies of the flagellates—first of which is due to the 
fact that the cysts of the chilomastix and giardia may 
appear but periodically, and the trichomonas being 
found only in a liquid stool. It becomes necessary, 
therefore, to carry on quite extensive examinations 
before being certain that the parasite is really gone. 
In the second place there is no drug that I know of 
that will clear the intestinal tract of any of the 
flagellates. 


I quite agree with what Doctor Barrows states as to 
the efficiency of such drugs as emetin hydrochlorid, 
emetin bismuth iodid, stovarsol, neoarsphenamin, and 
anayodin, but only in amebic cases. In my experience 
none of these drugs have any effect on the flagellates, 
as far as their removal is concerned. I have used some 
of these drugs quite extensively in the treatment of 
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amebiasis, but have never observed any specific effect 
on any of the flagellates which not infrequently were 
present. ‘ 


Q. O. Gusert, M.D. (1904 Franklin Street, Oak- 
land).—The section is favored in this paper by Doctor 
Barrows, who has had such an extensive experience 
in treating patients with protozoan infestations. There 
are many clinical manifestations observed in these 
patients which as yet require speculation to explain. 
We must exercise charity if we do not agree and give 
deference to those of larger experiences. When we 
have more physiological and chemical data relative to 
the disorders of the digestive functions in patients 
with these types of intrinsic colitis our viewpoints will 
materially change. 

I would like to call attention to the gastro-intestinal 
hypermotility in patients having amebic colitis. Fre- 
quent observations have shown patients complain- 
ing of intestinal discomfort, “constipation” and mild 
“toxic” symptoms, where food is evacuated soon after 
the twelve-hour period, and often at twenty-four hours 
not sufficient barium remains in the large bowel to 
cast a definite shadow. This has been of sufficient 
importance to suggest that when it occurs the patient 
should have a stool examination; ameba are frequently 
found. Discussions of this sort should surely suggest 
that we have more stools examined by competent lab- 
oratory observers. Sometimes smears from a procto- 
scopic examination are positive when stool search is 
negative. Many patients thus examined might be 
made comfortable after they have not been cured by 
cholecystectomies and appendectomies, rectal ulcer 
treatments and hemorrhoid operations. We believe 
that ofttimes the gall bladder and the appendix be- 
come involved, due to the long-standing colitis, pos- 
sibly through the portal circulation. Operations are 
necessary, but careful microscopic examinations are 
also necessary to obtain a more complete pathological 
picture. 


Eosinophilia.—1. An eosinophilia of 5 per cent or 
more occurred in three hundred patients among 5500 
general medical cases, all of whom had complete blood 
counts and stool examinations. The small number of 
dermatologic cases seen and the entire absence of 
scarlet fever patients prevent this series from being 
wholly representative. Cases of obvious blood diseases 
were excluded. 

2. Of the three hundred cases of eosinophilia in this 
series, 10 per cent occurred in parasitic infestation; 
13 per cent in rheumatic fever; 13 per cent in chronic 
pulmonary disease (chronic bronchitis, emphysema, 
asthma); 10 per cent in the chronic nephritis—general 
arteriosclerotic group. In fully 40 per cent the eosino- 
philia occurred in isolated cases of various conditions 
and had no diagnostic significance. 

It is suggested from this series that eosinophilia 
may be a part of the phenomenon of allergy.—Irvine 
H. Page, M. D., J. Laboratory and Clinical M. 


Dental Clinics of Greater New York.—In one dis- 
trict alone of Greater New York there are said to be 
20,000 school children whose teeth have been exam- 
ined but who are waiting for the needed dental care. 
The dental services available at moderate cost for 
children and adults in that city have been found to be 
inadequate, although the city boasts 516 dental chairs 
in actual use in 152 public and private clinics. One 
reason for this inadequacy is that the equipment has 
been used less than half the time because of lack of 
available funds to pay dentists. The New York Tuber- 
culosis and Health Association is now recommending 
the full use of existing facilities, more clinics for the 
districts outside Manhattan where most of the present 
clinics are concentrated. and codrdinated development 
of adequate dental-clinic facilities especially for chil- 


dren two to sixteen years of age.—U. S. Department of 
Labor. 
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SURGICAL OPERATIONS IN PULMONARY 
TUBERCULOSIS* 


WITH CASE REPORTS 


By Wiuu1aM H. Tuearte, M. D. 
Denver, Colorado 


"7 HE surgical procedures recognized as valu- 
able aids in the treatment of pulmonary tuber- 
culosis are phrenectomy and the pneumolyses 
(partial measures), artificial pneumothorax and 
extrapleural thoracoplasty, which are classed as 
complete procedures as they are usually employed 
to induce compression of one lung. The partial 
operations are valuable chiefly as supplementary 
measures to air or surgical collapse. 


OPERATION PROCEDURES 


Simple section or crushing of the phrenic nerve 
as ingeniously devised by Yates (phrenemphra-xis ) 
produces temporary paralysis of the correspond- 
ing diaphragm, which may be indicated as an 
improving measure with supportive treatment 
especially in early cases, but for advanced phthisis 
phrenic neurectomy (the exeresis operation of 
Felix) is more commonly performed and the pro- 
cedure of choice. My experience in 174 phrenec- 
tomies is that this operation is the primarily in- 
dicated surgical measure for unilateral lesions 
predominantly basal, and that it can be effectively 
employed before every complete thoracoplasty, as 
well as frequently in conjunction with pneumo- 
‘thorax therapy. The experience of all workers 
is that it rarely produces a cure per se, yet I be- 
lieve it is the stimulus added to sanatorium treat- 
ment necessary to start some early cases on the 
road to recovery. 


By pneumolysis we aim to free the diseased 
lung from the thoracic wall, which may be accom- 
plished either intra- or extrapleurally. The intra- 
pleural method is indicated in selected cases of 
pneumothorax to sever narrow adhesive bands 
(when few in number), which prevent adequate 
collapse of cavities. The closed method of Jaco- 
baeus with cautery division of such bands through 
an operating thoracoscope has supplanted the 
previously employed open procedure, which open 
procedure is associated with alarming symptoms 
due to free incision of the pleural cavity. 


The extrapleural operation is advocated to ob- 
literate cavitation (usually apical and termed by 
Tuffier “apicolysis”) by peeling the lung with 
both layers of the pleura from the chest wall 
through a small thoracotomy. This procedure is 
theoretically ideal and permits excellent operative 
collapse, but unfortunately none of the various 
filling schemes so far advanced maintain perma- 
nent compression. My limited experience with 
fifteen apicolyses is that Baer’s paraffin plug is 
the best of these methods. 

Artificial pneumothorax (similar in principle 
to thoracoplasty) is the most commonly used 
form of compression in pulmonary tuberculosis, 
but being practiced almost exclusively by the 


*Read before the Laennec and Trudeau Societies of 
California at a symposium in San Francisco, January 29, 
1928, 
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phthisiologist it does not thus become a strictly 
surgical problem except in cases of failure or the 
advent of pleural complications, and will there- 
fore not be discussed in this paper from a surgical 
point of view. 


Extrapleural thoracoplasty is not only conspicu- 
ous among the marked advances in the therapy 
of pulmonary tuberculosis during the last twenty 
years, but as Sauerbruch?* recently states it repre- 
sents the most significant advance of surgery in 
this period. It is rather surprising though with 
the increasing number of articles that have re- 
cently. appeared in medical literature, and the 
widespread enthusiasm now being manifested in 
the surgical treatment of pulmonary tuberculosis, 
that the general practitioner has so little knowl- 
edge of thoracoplasty, and that some specialists 
still consider surgical collapse only as a procedure 
of last resort in late phthisis. 


The essential surgery of this operation, stand- 
ardized and largely developed by Sauerbruch, is 
the extrapleural resection close to the vertebral 
transverse processes of segments of all the ribs 
(except the twelfth) on one side. The features 
of paramount importance which will usually de- 
termine successful results in suitable cases are 
(a) resection of the first rib in all cases, and (b) 
contiguity of the costal resections to the transverse 
processes. 


The consensus of experience at the present time 
is for standardization of the two-stage procedure, 
which is less shocking and very much safer than 
the earlier formidable single-stage operation. In- 
creasing statistics also favor general anesthesia 
with nitrous oxid or ethylene, supplemented at 
times with a moderate amount of novocain, rather 
than the use of a local anesthetic alone. 

Considerable discussion has arisen during the 
past several years concerning the precedence of 
resection in the two-stage operation, that is, 
whether the standard procedure of primary lower 
rib resection as steadfastly advocated by Sauer- 
bruch* should be followed, or the reversed method 
of first resecting the upper ribs after preliminary 
phrenicotomy, that was first suggested by Alex- 
ander,” and which is practiced and strongly cham- 
pioned by Lilienthal* as the logical sequence in 
two-stage thoracoplasty. 


CHOICE OF OPERATIVE PROCEDURES 


Briefly, the advocates of primary upper rib re- 
section argue that in so resecting the incidence of 
lower lobe complications (particularly aspiration 
pneumonia due to spilling from cavities in the 
upper lobe) is materially lessened, as there is no 
interference with the lower thoracic and abdomi- 
nal muscles which are chiefly responsible for the 
act of cough and expectoration, while the primary 
phrenicotomy makes coughing easier and more 
productive as well as adding some compression of 
the lower lobe; also, the advanced lesions, espe- 
cially cavities, are more commonly in the upper 
lobe and apical region, and an immediate benefi- 
cent influence is thus exerted on the main source 
of toxemia. Sauerbruch,’ on the other hand, with 
his vast experience of over nine hundred thoraco- 
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plasties has repeatedly warned of the danger of 
lower lobe aspiration, when the upper lobe is first 
collapsed in thoracoplasty. 

The contentions of Lilienthal * are theoretically 
logical, but I am not familiar with his results, nor 
of any series of cases yet reported that in prac- 
tice substantiate the superiority of this method. 
My experience with this order of resection is lim- 
ited to eighteen cases with four basal complica- 
tions, while lower lobe pneumonia has occurred in 
eight of the other cases (124) of my series opera- 
tion by Sauerbruch’s* procedure. Brunner re- 
ports twelve lower lobe pneumonias in ninety-nine 
thoracoplasties at the Munich clinic with the 
Sauerbruch? technique and four basal aspirations 
in five cases collapsed from above downward, 
while Archibald* has had only two pneumonias 
in seventy-eight complete thoracoplasties per- 
formed from below upward. 

Statistics so far published do not justify any 
radical change in the standard order of resection, 
and the vast majority of workers in this field still 
follow the leadership of Sauerbruch? in perform- 
ing thoracoplasty from below upward, which has 
also in my experience been the safer method of 
procedure except in cases complicated by pyopneu- 
mothorax. 

Worthy of special notation on this subject are 
the illuminating experimental studies of Archi- 
bald and Brown® on the action of cough upon 
material in the tracheobronchial tract controlled 
by lipiodal injections, wherein they conclude that 
cough may tend to drive or force fluid substances 
deeper into the pulmonary tree, and that it is in- 
capable of a like action upon a heavier substance, 
such as thick tenacious sputum. These observa- 
tions are at variance with the prevailing impres- 
sions that early cough and expectoration should be 
encouraged after operation to lessen the chances 
of aspiration and dissemination of accumulated 
sputum to other portions of the lungs, but they 
undoubtedly explain some of the aspirations that 
occur after thoracoplasty irrespective of the order 
of resection. 

No fixed rule can be followed as to the length 
of rib resections, as such must be determined in 
each case by a consideration of various factors, 
namely: the size of the chest; the location, extent 
and size of cavities; the degree of pulmonary 
fibrosis; the thickness of the pleura (especially 
prominent in old pneumothoraces when effusions 
have occurred) ; the fixation of the mediastinum; 
and lastly but doubtless the most important, prac- 
tical observation during operation of the degree 
that the unsupported chest falls in as successive 
ribs are resected. 

The importance of adequate collapse of cavi- 
ties is obvious, but one can err in performing too 
wide posterior resections to obtain obliteration of 
large cavities, as the delayed and at times non- 
union of sectioned ribs will vitiate the ultimately 
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good effects of thoracoplasty that are due to sur- 
gical fixation of the operated side. 


OBJECTS OF THE OPERATIONS 


The aim of operation is relief of intrapulmo- 
nary tension and compression of the lung which 
permits approximation of the walls of cavities, 
and drainage of the diseased lung by forcing its 
fluid and semifluid contents into the bronchi, from 
which they are expelled by coughing ; and marked 
curtailment of respiratory movements that ensues 
early from the costal resections and later from 
surgical rigidity of the hemithorax which places 
the diseased lung at rest—the requisite state for 
healing in all tuberculosis. The conditions in the 
compressed lung that are believed to be respon- 
sible for the cessation of toxemia and the develop- 
ment of scar with healing are cavity obliteration, 
atelectasis, lymph and venous stasis. 


SELECTION OF PROPER CASES 


The selection of proper cases for thoracoplasty 
is generally regarded as the most important and 
at times the most difficult phase of this problem. 
The fundamental requirement for suitability is 
that the disease be in a chronic stage with in- 
volvement chiefly of one lung, and that the lesions 
are predominantly of the productive type. The 
usual age limit is eighteen to forty-five years. 
Some activity (though not marked) is permissible 
at the opposite apex, as tuberculosis sufficiently 
advanced to require thoracoplasty is rarely con- 
fined to one lung, but operation should never be © 
considered when active lesions are present in 
either the hilus or lower lobe of the other lung. 


Sauerbruch * first called attention to the impor- 
tance of the fibrotic or productive type of tuber- 
culosis in surgical collapse, which is really the 
index of a patient’s resistance to his disease, and 
Archibald* has emphasized its full import in 
thoracoplasty with the impressive warning, “Do 
not operate if the trachea is in the midline.” Al- 
though many of my cases have not possessed the 
tracheal deviation that he demands for operation, 
yet I fully agree with him as to its vital impor- 
tance, and further believe that its routine adop- 
tion as an operative requirement will result not 
only in a more uniform selection of cases, but also 
materially reduce the percentage of late tubercu- 
lous extensions which some observers have re- 
ported as high as 30 per cent after thoracoplasty. 

The external manifestation of pulmonary fibro- 
sis with scar contraction is the contracted chest 
that is often seen in old cases of phthisis, the 
true extent of which is accurately defined by 
x-ray studies by the degree of displacement of the 
thoracic structures (heart, trachea, mediastinum, 
and diaphragm). Experience has definitely proven 
that the exudative type of lesions is associated 
with poor resistance and a correspondingly un- 
favorable prognosis. These two main types of 
the disease usually coexist in a lung under con- 
sideration for collapse, but it is obviously neces- 
sary that the productive lesions predominate, for 
operation to be indicated. 

Deserving of particular emphasis in considera- 
tion of patients for surgical collapse is the warn- 
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Fig. 1—Illustrates the adhesive plaster dressing used after thoracoplasty 
to support and maintain compression of the operated half of chest till the 
resected side becomes fixed by the formation of scar tissue and bony union 
The gauze-rolls under the adhesive aid in approximation of 
the resected ends, and by filling. the subclavicular and axillary depressions 
are of definite value in securing collapse of the upper portion of the lung. 
The thickness of these rolls is determined in each case by the stature and 
(Patient here shown is Case 1.) 


between ribs. 


degree of collapse desired. 


ing never to advise operation in far advanced 
cases that are manifestly poor risks on the sole 
assumption that surgery offers them their “only 
chance.” This erroneous attitude actuated my 
first attempts in thoracoplasty, and decidedly un- 
favorable results have conclusively proven the 
folly of such sad experiences. The unjust criti- 
cism and disfavor of thoracoplasty in the past has 
been largely due to operation in decidedly unsuit- 
able cases, which has similarly prevented many 
good risks from accepting operation in the desir- 
able earlier stage of the disease. 

Our next consideration is whether the heart is 
equal to the strain of a thoracoplasty. Patients 
with cavitation of any extent and duration invari- 
ably develop some myocardial impairment, which 
may be of sufficient severity to forbid operation 
even when other indications are fulfilled. Our 
best criterion of the existent degree of myocardi- 
tis is furnished by the electrocardiogram, but 
clinically patients with a consistently fast pulse 
(110 to 120) for several months and systolic 
pressure near 100 are always poor thoracoplasty 
risks. 

It is needless to state that a complete physical 
survey must reveal no serious disease elsewhere 
in the body, although tuberculous peritonitis 
(unless advanced) and laryngitis are not consid- 
ered contraindications to operation. 

The test phrenicotomy exploited by Sauer- 
bruch? may be resorted to when doubt exists as 
to the status of lesions in the better lung. The 
prevailing practice to date has been that thoraco- 
plasty should not be performed till the simpler 
and safer artificial pneumothorax has been found 
impracticable or fails to achieve satisfactory re- 
sults after a reasonable trial. The tragic occur- 
rence of spontaneous pneumothorax with purulent 
effusion (mixed infection) makes thoracoplasty 
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mandatory if the patient is suit- 
able for operation. 


PRE- AND POSTOPERATIVE CARE 


Preoperative measures of value 
are digitalization of the heart, 
skin preparation the preceding 
day, and emptying cavities of 
secretions just before operation. 
The postoperative treatment is 
largely symptomatic, with close 
attention to supportive measures 
to sustain the patient’s strength 
and lessen the incidence of com- 
plications. 

Various means have been advo- 
cated to combat the paradoxical 
respiration of the unsupported 
hemithorax, and at the same time 
maintain some compression of the 
lung; such has only been satis- 
factorily accomplished in my ex- 
perience by adhesive plaster hori- 
zontally applied on the operated 
side over gauze pads. 

The prevailing custom is to en- 
courage early cough and expec- 
toration soon after operation in the belief that 
the dangers of aspiration and dissemination of 
retained sputum to other portions of the lungs are 
thus reduced, but recent lipiodol studies on cough 
cast doubt upon the validity of this assumption 
and the wisdom of energetic coughing during the 
first two days after thoracoplasty. 


Morphin is employed by most surgeons for the 
relief of postoperative pain, but my policy is to 
limit its use to the minimum and to depend mostly 
on other drugs for the alleviation of pain. My ob- 
servation has been that morphin in pain-relieving 
doses when given in the first forty-eight hours 
usually portends more early toxemia with reten- 
tion of sputum and disturbances of the gastro- 
intestinal tract. 


Improvement usually occurs promptly in the 
vast majority of suitable cases when toxemia is 
stopped by adequate pulmonary collapse, but it 
requires months before lesions become firmly 
healed and the disease cured. It is therefore 
vitally important for patients thoroughly to under- 
stand that surgical collapse is only a mechanical 
procedure, and they must still observe modern 
sanatorium measures for some time (preferably 
at least a year) to derive the maximum benefits 
of operation, and always some restrictions in their 
mode of living in order to maintain a state of 
comparative good health. 


SUPPLEMENTAL SURGERY 


Supplementary surgical procedures are neces- 
sary in some cases to obliterate cavitation persist- 
ing after complete thoracoplasty when nature fails 
to heal such in a reasonable time. Sauerbruch* 
reports this necessity in 14 per cent of his cases, 
Law in 8 per cent, and mine so far is 6 per cent. 
The ‘factors mostly responsible for this inade- 
quate collapse are failure to remove sufficient 
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lengths of ribs, long posterior rib ends because 
resections were not close enough to the transverse 
processes, pr the inability of posterior thoraco- 
plasty at times to collapse a large solitary cavity. 

The common location of such cavitation being 
apical, the operation of choice especially on the 
Continent has been anterior apicolysis, but as this 
procedure often fails to maintain collapse, more 
satisfactory results will usually be obtained by 
further costectomies with the three following 
alternatives: (1) Invasion of the old operative 
field with removal of further ribs and the re- 
generations formed between previously divided 
ribs. This is not only a difficult and shocking 
operation, but the scar tissue formed in this re- 
gion does not permit further collapse as readily 
as after the original operation. (2) Parasternal 
resection (including cartilages) early after tho- 
racoplasty when it is clinically apparent that 
our collapse is inadequate; or (3) The removal 
through an axillary incision of further sections 
of the upper ribs from the divided ends left by 
the posterior thoracoplasty forward and includ- 
ing the cartilages (if necessary) as advised by 
Welles.® 

RESULTS 


Early mortality is relatively rare due to shock 
per se or pulmonary hemorrhage; the most fre- 
quent cause is cardiac failure from mediastinal 
flutter superimposed on an existent myocarditis. 
This flutter occurs in patients with little pleural 
thickening and slight or no mediastinal fixation 
in direct proportion to the width and number of 


ribs removed at an operation, and its occurrence 
in varying degrees in a one-stage thoracoplasty 
has been the factor that has been responsible for 
adoption of the two or more stage procedures 
now in vogue. Next in frequency toward the end 
of the first week is aspiration or tuberculous 
pneumonia (usually the bronchopneumonic type), 
and occasionally wound infections. Later deaths 
within the first three months, as well as the late 
mortality months after operation, are mostly due 
to tuberculous reactivations and extensions in the 
lungs, less often from the disease elsewhere in 
the body. Reports from various surgeons show 
an average operative mortality around 4 per cent 
which increases to 12 per cent within the first six 
weeks, while late mortality has been reported as 
high as 39 per cent. 

Results so far obtained by thoracoplasty from 
a study of statistics are, roughly, one-third of 
patients cured and an equal number improved. 
Sauerbruch* though in a recent article states that 
healing may be expected in 60 to 70 per cent of 
suitable cases with improvement in about 20 per 
cent more. My figures in a series of 142 patients 
operated since the fall of 1921 are 35 per cent 
cured and 31 per cent improved, with a mortality 
of 14.8 per cent. The operative mortality in early 
suitable cases is 3.8 per cent. 

The miortality. following thoracoplasty is ad- 
mittedly still high, yet such is but a natural 
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sequence with late major surgery in chronically 


ill patients who are depleted by the ravages of a 
disease like tuberculosis. When we stop to con- 
sider though that nearly all of these patients are 
doomed without surgical relief, all will agree that 
the results of thoracoplasty are decidedly gratify- 
ing and deserving of more extensive application. 
The lesson impressively learned from our expe- 
rience with thoracoplasty to date is that results 
will only be materially improved when specialists 
adopt a more progressive attitude in the treatment 
of pulmonary tuberculosis like that advocated by 
Philip King Brown’ in a recent interesting article 
on this subject, wherein he concludes, “Suffice it 
to say that if a patient with a largely unilateral 
process has shown no definite encouraging im- 
provement in clinical signs and x-ray outlines, 
under the most exacting rest in bed within two 
to three months, a consideration of surgical inter- 
ference is in order (phrenicotomy, pneumothorax 
or thoracoplasty), and in all cases where cavities 
of any size are demonstrated by x-ray plates, 
active surgical interference should be kept in mind 
from the start.” 


CASE REPORTS 


Case 1.—Male, age twenty-six, tuberculosis one year; 
active lesions both lobes left lung with five centimeter 
cavity of upper lobe; inactive right upper lobe. Fre- 
quent hemoptysis and small hemorrhages. Sputum 
45 cc. daily. November 24, 1924, left phrenectomy; 
December 15, 1924 and January 2, 1925, left paraver- 
tebral thoracoplasty. Cough and sputum disappeared 
in four months with gain of sixteen pounds in 
weight. Lung well collapsed; patient clinically cured. 


Case 2.—Male, age thirty-eight, tuberculosis three 
years; active lesions both lobes left lung with marked 
cavitation of upper lobe, inactive right upper lobe. 
Sputum 120 cc. daily. September 8, 1924, left thoraco- 
plasty, reversed order of resection (ribs one to six), 
paravertebral anesthesia. Aspiration pneumonia right 
lower lobe seventh day; sputum became very foul and 
increased to 240-300 cc. daily. Patient seriously ill for 
three weeks with high temperature, dyspnea, cyanosis 
and rapid pulse, then some improvement, but it was 
six months before temperature remained normal; con- 
siderable intestinal symptoms developed during this 
period, which markedly improved under heliotherapy. 
Right lung inactive fall 1925, and patient much im- 
proved; sputum now 60 cc. daily. November 10, 1925, 
left phrenic neurectomy for activity left base. Patient 
ambulatory, with gain of ten pounds in weight and 
condition improved, but he has just consented to 
completion of left thoracoplasty for remaining activ- 
ity left lung, although such was recommended two 
years ago. 


Case 3.—Female, age thirty, tuberculosis five years; 
active lesions both lobes left lung with apical cavity, 
right lung inactive. Sputum 60 cc. daily. Anemia. 
Tuberculosis left hip in childhood, with shortening. 
April 9 and 29, 1927, left thoracoplasty. Moderate 
mediastinal flutter with dyspnea after first stage, but 
marked dyspnea with cyanosis occurred after the 
second stage, and tuberculosis extension of right 
lower lobe (bronchopneumonia) developed May 4. 
Patient critically ill for next week, then temperature 
became normal (lysis), and she slowly improved after 
third week. X-ray and clinically, January 1928, right 
lung clear; patient is at present improved, gained nine 
pounds in weight, sputum about 30 cc. daily, mostly 
mucoid, but still positive. This patient does not co- 
operate to the necessary extent—is too active—which 
has retarded her improvement to date. 


Case 4.—Male, age twenty-four, tuberculosis eigh- 
teen months; active lesions both left lobes with two 
large cavities upper half left lung, right upper lobe 
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inactive. Sputum 200 cc. daily. General condition 
good. October 8 and 18, 1927, left thoracoplasty; 
moderate mediastinal flutter after first operation, 
otherwise convalescence normal. Improvement has 
been prompt and progressive; sputum for past nine 
months mucoid, about 4 cc. daily and negative for 
tuberculosis; has gained twenty pounds in weight. 
Lesions apparently arrested. 


Case 5.—Male, age thirty-five, tuberculosis five years; 
far advanced lesions of left lung with large cavity 
upper lobe, and slight activity right apex. Frequent 
cough with 160 cc. sputum daily. Tuberculous peri- 
tonitis of moderate degree. General condition other- 
wise good. November 24, 1925, left phrenectomy; 
December 3 and 20, 1925, left thoracoplasty. Conva- 
lescence uneventful except for 104 degrees tempera- 
ture for three days after second stage with moderate 
dyspnea; six weeks later complained of considerable 
pain right lower chest, but no friction found on exami- 
nations. In April 1926, right pleural effusion present 
. and 1200 cc. clear amber fluid aspirated; improvement 
more marked next few weeks with gain in weight, and 
he became semiambulant. He still had some abdomi- 
nal distress with pain at times, which became worse 
toward July when it was found he had some ascites, 
although fluid never became sufficient to warrant tap- 
ping. Alpine light exposure began which has since 
been continued, with disappearance of all abdominal 
symptoms. He now eats all kinds of food, appetite 
excellent, is ambulatory, slight cough with scant 
sputum, which has been negative for eight months. 
Weight up to normal, improvement marked past nine 
months, and lesions are apparently arrested. 


Case 6.—Female, age thirty, tuberculosis five years; 
active lesions both lobes; left lung with multiple small 
cavities, and slight activity right apex. Frequent 
cough, with about 120 cc. of purulent sputum daily. 
Bed patient past two years. September 1923, left 
thoracoplasty (Brauer resection), one-stage. Conva- 
lescence stormy for a week, then began to improve, 
which has continued; no cough or sputum after nine 
months sanatorium treatment. Has gained fifteen 
pounds in weight. Married in 1925. Clinically cured. 


Case 7.—Female, age twenty-four, tuberculosis three 
years; active lesions both lobes left lung with cavita- 
tion, right lung inactive. Sputum 60 cc. daily. Gen- 
eral condition good. May 20 and June 4, 1925, left 
thoracoplasty (twelve ribs). Convalescence normal 
with progressive improvement. No cough or sputum 
after six months; twelve pounds gain in weight, has 
been doing light work past eight months. Disease 
apparently cured. 


Case 8.—Female, age twenty-six, tuberculosis three 
and one-half years; active lesions all lobes right lung 
with multiple cavities of upper lobes, left lung sound. 
Pneumothorax therapy for nine months with definite 
improvement, but such failed to collapse some cavi- 
ties at hilus and apical region. Sputum reduced 50 
per cent by air compression (150 to 75 cc.). May 15 
and June 2, 1925, right thoracoplasty; prompt im- 
provement which has been progressive; her sputum 
became negative for tuberculosis in six months and 
disappeared in a year. Ambulatory, doing light work, 
— eleven pounds in weight. Disease apparently 
cured, 


Case 9.—Male, age thirty, tuberculosis two and one- 
half years; active lesions both lobes left lung with 
multiple cavitation; right upper inactive. Sputum 120 
cc. daily, very purulent; slight abdominal symptoms 
(tuberculous enteritis). October 3 and 17, 1925, left 
thoracoplasty, moderate mediastinal flutter after first 
stage. Heliotherapy used for intestinal condition. No 
cough or sputum after a year nor any abdominal 
symptoms, Gain in weight, fifteen pounds. Clinically 
lesions cured. 


Case 10.—Male, age twenty-six, tuberculosis four 
years; active lesions both lobes left lung with small 
cavitation upper lobe, and 50 per cent compression 
of the lower lobe by artificial pneumothorax (admin- 
istered past six months with some improvement), right 
lung sound. Sputum 50 ce. daily; moderate tubercu- 


PULMONARY SURGERY—THEARLE 313 


lous peritonitis, which was later treated with helio- 
therapy. February 5 and 26, 1925, left thoracoplasty— 
considerable abdominal symptoms for two months 
which retarded convalescence, then began to improve. 
Cough and sputum at present slight; sputum though 
mucoid is still positive for tuberculosis. He has 
gained ten pounds in weight and has been markedly 
improved. 


Case 11.—Male, age twenty-six, tuberculosis three 
years; active lesions both lobes left, lung with mul- 
tiple cavities, and large cavity comprising most of the 
upper lobe; slight activity right upper lobe with very 
small apical cavity. Sputum 240 cc. daily. Dyspnea; 
myocarditis. Patient very thin and much underweight 
(ninety-eight pounds at operation). A far advanced 
case and poor surgical risk. September 16, 1925, left 
phrenectomy; September 23, October 5 and. 21, left 
thoracoplasty; convalescence stormy on account of 
heart. Improvement marked after a month, and his 
weight increased to 122 pounds in six months. He 
still has slight morning cough and sputum, although 
such is negative for tuberculosis at last report (six 
months ago). Improvement marked, but patient has 
not yet reached stage of cure even though he has been 
doing light work for some months. 


Case 12.—Female, age thirty-one, tuberculosis three 
years; active lesions right upper and middle lobes 
with moderate size cavity upper lobe, left lung O. K. 
Sputum 60 cc. daily. Marked improvement from satis- 
factory pneumothorax in 1923 and 1924 till March, 
when spontaneous perforation with pyopneumothorax 
(mixed infection) occurred. April 1, 1924, right tho- 
racoplasty (single stage, Brauer type of resection) ; 
pleural cavity aspirated and April 10, 1924, drainage 
thoracotomy necessary. Condition critical for two 
weeks; supportive measures with infusions and blood 
transfusions, which caused a little improvement, but 
it was not till 1925 that further collapse procedures 
were justified, when pleural cavity was obliterated by 
graded parasternal and axillary resections. Weight 
now 120 pounds, with no cough or sputum for two 
years. Extrapleural sinus due to infected rib end 
closed June, 1926. Tuberculosis cured; plastic opera- 
tion will improve appearance of chest, but patient 
justly feels that she has had enough surgery for some 
time. 
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The Play Street Invades Tokyo.—Trafiic is giving 


way to children in Tokyo. How far the “Flowery 
Kingdom” has accepted the motor car and_sheived 
the jinrikisha is tragically indicated by the 2500 child 
victims of street accidents in that city last year. And 
now the City Fathers of Tokyo have accepted an even 
more modern development than the motor car and 
have set apart sections of two hundred streets for chil- 
dren to play in after school hours, traffic being stopped 
on these streets from 1 to 5 p. m. The city officials 
are also endeavoring to establish more playgrounds, 
but they have been balked in their purpose by the 
difficulty of acquiring proper sites—U. S. Department 
of Labor. 





CALIFORNIA AND WESTERN MEDICINE 


ORGANIZATION NEEDS OF WESTERN 
INDUSTRIAL HYGIENE* 


’ 
By W. P. SHeEparp, M. D. 
San Francisco 


Discussion by C. O. Sappington, M.D., Oakland; Rus- 
sell A. Jewett, M.D., Los Angeles; Philip King Brown, 
M. D. San Francisco. 


JRROM the opportunities I have had to confer 

with industrial physicians from Denver west, 
and from Seattle south, it seems that western in- 
‘dustrial hygiene is in a stage of extremely rapid 
development. From an infant in arms fifteen 
years ago, it has grown to a fine husky youth. 
This youth is rather ungainly. His arms and legs 
are long, his hands too large, his feet always in 
the way. I am wondering if it is not about time 
for this fine young chap to be dressed in long 
trousers, and for his physical needs to be met in 
such a way that he will grow into fine adulthood 
and become even stronger and bigger and better 
than his eastern brothers. 


By industrial hygiene I mean the science of 
preventive medicine as applied to industry. The 
problems of industrial hygiene are rather unique. 
They are no more than touched upon by any spe- 
cialty in the practice of medicine and they are not 
of more than general interest to the public health 
man. Therefore it is apparently up to the indus- 
trial hygienist to work out his own salvation. 
That he has been doing this is evidenced by the 
remarkable advances made in the field of research 
and by the recent reduction of industrial health 
hazards. This comparative isolation, however, 
makes it all the more necessary for industrial 
hygienists to get together and to adopt a little of 
the principle “one for all and all for one.” 


Industrial physicians throughout the west are 
facing much the same problems. They are solv- 
ing some of these with ingenuity, attempting but 
failing to solve others, and completely overlooking 
still others. For example: 


NEED OF STANDARDIZATION 


There are almost as many types of entrance 
examinations for prospective employees as there 
are industries in the west. There are many in- 
dustries which have no entrance examinations at 
all. This, in spite of the fact that practically all 
are required to carry industrial compensation in- 
surance, the premiums for which are based upon 
the actual experience of that individual industry. 
With the stabilization of industry, the selection 
of applicants for employment becomes more and 
more important. As certain firms become more 
careful in this selection the greater is the tendency 
for applicants whe are rejected for physical rea- 
sons with one company to seek employment with 
another company that has no entrance physical 
requirements. Apparently entrance examinations 
must be instituted in self-defense. This situation 
is already creating a serious social problem in vari- 


* Read before the Industrial Medicine and Surgery Sec- 
tion, California Medical Association, at its Fifty-Seventh 
Annual Session, April 30 to May 3, 1928. 
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ous parts of the country. There is an ever accumu- 
lating group of physically defective persons and 
persons over forty years of age who are unable to 
find steady employment. It would seem, therefore, 
that entrance examinations are here to stay and 
that they are among the first essentials of a 
well-regulated medical department in any modern 
industry. In spite of this fact we find an astound- 
ing diversity of technique of entrance physical 
examinations. 

There is a comparatively small firm in this state 
whose insurance premium will be increased appre- 
ciably this year because of very high mortality and 
morbidity among its employees in the past three 
years. Plant executives were inclined to call this 
bad luck. A closer examination of their predica- 
ment revealed the fact that in at least five out of 
the last seven death claims paid, the cause of death 
was attributed to a chronic condition which had 
undoubtedly existed at the time of the applicants’ 
employment. Further study showed that the en- 
trance examinations being given to applicants by 
the part-time plant physician were little more than 
a farce. Practically no physical examination was 
given, and only a very poor history taken. No 
laboratory work was done. The employers were 
right about their bad luck, but they did not 
know that this was in the selection of their plant 
physician. 

There is a surprising variation in price sched- 
ules for medical service paid by industrial con- 
cerns. I know of one concern which pays $200 
for an appendectomy, and $25 for a mastoid 
operation. There are many private physicians who 
are paid various prices for the same service by 
different concerns. 


It has taken several years for industrial hygien- 
ists to take advantage of the studies made by 
Goldthwaite of Boston, and Brown of Harvard 
on the importance of posture and the effect of 
posture on general bodily well-being. The awak- 
ening, however, has been sudden, and today fac- 
tory and office seating have become almost a fetish 
with some industrial physicians. Again, there are 
almost as many types of “good posture” stools 
and chairs on the market as there are furniture 
companies. My company has been engaged in a 
study of office and factory seating for nearly two 
years and is not yet ready with definite recom- 
mendations. These studies have involved pains- 
taking classification of posture both standing and 
sitting, determination of the normal, the effect 
of various chairs and the taking of hundreds 
of shadowgraph pictures to aid in this study. 
Meanwhile furniture dealers have waxed affluent 
through the sale of patent chairs. 


The value of periodic physical examinations to 
industry has become apparent, yet the technique 
of this examination in various industries varies 
to an almost unbelievable extent. Again, many 
industries are not using periodic examinations. 
Other industries make no attempt to follow up 
the results of the entrance physical examination 
and obtain the correction of major physical de- 
fects. It is quite possible that the actual benefits 
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of periodic examinations have been overestimated. 
It cannot be denied, however, that with the dis- 
eases presenting insidious onsets it seems quite 
possible that an employee could be kept on a self- 
supporting basis much longer if these diseases 
could be detected early. 

These few examples, among many which I 
could cite, indicate an organization problem among 
industrial hygienists of the west. They point out 
opportunities for standardization of common pro- 
cedures. There seems to be a tendency for each 
man to play a lone hand. 


MUTUAL SUPPORT 


Examination of claims for total temporary dis- 
ability in our office recently exposed what ap- 
peared to be an epidemic of acute appendicitis in 
a comparatively small group of employees in a 
California city. Personal investigation disclosed 
the fact that all recent recipients of appendectomy 
worked in the same department which had to do 
with storage batteries. Examination of the re- 
moved appendices, a glance at the gums of the 
patients, and the blood smear in each case revealed 
the fact that the physician in charge had evidently 
been under the misapprehension that appendec- 
tomy would cure lead colic. 

This example brings up my next point in the 
advantages of a closer organization of indus- 
trial physicians. It is apparent that there are still 
many large western industries which have not yet 
learned the value of a medical department. All 
of us in the field of preventive medicine have a 
sales job to do. We are offering a service with- 
out which the world has lived contentedly for 
some ten thousand years. Preventive medicine has 
only become a science within the last fifty years. 
Industrial leaders must, therefore, be shown the 
value of a medical department, and one of the 
best sales arguments which can be used is to quote 
the favorable experience of some other industry, 
preferably a competitor. Under present condi- 
tions the plant physician knows little or nothing 
of the work of his colleagues in other plants. 
There is advantage in an organization which will 
bring together these specialists who are engaged 
in the same line of work for frequent discussion 
of common problems; success or nonsuccess with 
given procedures, acting as a clearing house for 
difficult questions, etc. In other words, a pooling 
of results may well be made for the advantages of 
mutual support. 


Employers must be shown before they are will- 
ing to give adequate financial support to a medical 
department. There are many ways of doing this. 
Some industrial physicians have been more suc- 
cessful than others. Some perhaps never will be 
extremely successful. But, certainly, all will be a 
little better able to do this sales job after they 
have listened to the experiences of their successful 
colleagues. 


INDUSTRIAL HEALTH AND PUBLIC HEALTH 


There is another object in closer organization 
of the industrial physicians in the west which 
appeals to industrial hygienists and public health 
men alike. There is a distinct gap between the 
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public health machinery of the community and the 
public health machinery of industry. The indus- 
trial physician rarely knows anything of his health 
department or of the legal requirements under 
which it operates. When he is forced to turn to 
a medical relief agency for the care of one of his 
employees he has little knowledge of the local 
agency best equipped to care for this employee’s 
needs. The value of the entire procedure of bed- 
side or part-time nursing is usually overlooked 
by the industrial physician. So-called industrial 
nurses as a whole are a most disorganized group. 
Those who work under a plant physician who is 
an inspired leader become extremely competent 
and leaders in the field of industrial nursing. 
Those who are at the disadvantage of having no 
plant physician to work under are sometimes 
among the saddest specimens of the nursing pro- 
fession I have ever seen. In other words, the 
development of this entire industrial branch of 
the nursing profession is dependent upon the de- 
velopment of industrial hygiene and the leadership 
of the industrial physicians. 


SUGGESTIONS 


As I see it, the group here today could form 
an excellent nucleus for the closer organization of 
industrial physicians throughout the state. What 
is needed is an organization consisting of local 
branches which can be called together six to 
twelve times a year, and which will send to this 
annual meeting three times the number who have 
been attending in the past. Two ways are ap- 
parent by which this can be done. First, in 
many counties of the state an industrial section 
of the county medical society can be formed. 
This has many obvious advantages. The chief 
disadvantage is that its membership would neces- 
sarily be limited to members of the county medi- 
cal society. There is a considerable group of 
statisticians, laboratory men interested in research 
along industrial hygiene lines, nurses, personnel 
directors, and social workers who might be in- 
terested in becoming members. Perhaps these 
people could be taken care of through some form 
of associate membership. The second plan which 
is apparent is to form industrial hygiene sections 
of the newly created local branches of the Ameri- 
can Public Health Association. During the past 
year the Southern California Public Health As- 
sociation has been organized in the southern part 
of the state, and the Northern California Public 
Health Association in the bay and valley regions. 
Other local associations are in the process of for- 
mation. Membership is limited to those engaged 
in any form of public health work, but lay people 
who are interested may be admitted as associate 
members. I have the assurance of Dr. William C. 
Hassler, president of the Northern California 
Public Health Association, and Dr. J. L. Pome- 
roy, president of the Southern California Public 
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Health Association, that such a proposal on the 
part of this industrial section of the California 
Medical Association would be most welcome. 


SUMMARY 


I have attempted to point out some of the short- 
comings of industrial hygiene development in the 
west as I have seen them from my own ob- 
servations. These shortcomings consist of lack of 
standardization, failure to profit from the suc- 
cesses and mistakes of others in similar lines, 
failure to pool successful experience for the bene- 
fit of mutual support, failure to teach their full 
value to all western industries, and a tendency to 
isolate themselves from the public health program 
of their communities. The chief reason for these 
shortcomings seems to be the rapid growth of the 
entire industrial field in the west and the lack of 
organization among western industrial hygienists. 
The formation of industrial hygiene societies 
either as branches of the county medical societies, 
or as branches of the western division of the 
American Public Health Association is proposed 


for your consideration. 
600 Stockton Street. 


DISCUSSION 


C. O. Sappincton, M.D. (602 Hutchinson Building, 
Oakland).—Doctor Shepard has rightly spoken about 
the uniqueness of the problems of industrial hygiene 
and the fact that they are no more than merely 


touched upon by the other specialties of medical prac- 
tice. In order that we may not be just “shooting at 
the moon” perhaps it would be well to name the prob- 
lems of industrial hygiene. Most authorities agree on 
the following: safety, illumination, ventilation, dust, 
poisons, physical examinations, reéxaminations, cor- 
rection of physical defects, fatigue, shock, first aid to 
illness, mental hygiene and, last but not least, pos- 
sibly one may not be facetious in mentioning the 
executive as one of the problems. 

The lack of standardization of procedures in western 
plants and industries is only another evidence of the 
“lag” which usually takes place between the acqui- 
sition of knowledge and its practical’ adaptation. 
Relative to this matter, both the National Industrial 
Conference Board and the American Association of 
Industrial Physicians and Surgeons have established 
standard methods for the guidance of those who might 
find them useful. 

Specifically, perhaps no part of industrial hygiene is 
today more important than the correction of physical 
defects, periodic reéxaminations and the proper dis- 
position of the minor types of illness, for it is these 
things that are causing the greatest amount of loss of 
time, money and proper working comfort. 

Doctor Shepard mentioned an interesting experience 
in regard to the confusing of appendicitis with lead 
poisoning in a considerable series of cases. Such con- 
fusion probably does not occur because of a lack of 
knowledge but through not being in a habit of think- 
ing in certain terms. The industrial hygienist must 
continually think in terms of lead poisoning because 
he realizes that it is a major problem in industrial 
toxicology. 

Finally we would do well to follow the example and 
experience of the American Public Health Association 
in the formation of sections, the promulgation of con- 
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ferences and the pooling of experience for future in- 
dustrial hygienic procedures. 


% 


Russet A. Jewett, M.D. (2525 East Thirty-Seventh 
Street, Los Angeles).—Doctor Shepard has clearly 
pointed out a few of the problems of industrial 
medicine. 

When business executives realize that many prac- 
ticing physicians do not know, or even comprehend, 
the problems of medicine as related to industry, that 
physicians are not industrial hygienists, and when 
practicing physicians realize that industrial medicine 
is not entirely the treatment of the sick and injured, 
but that the major problems are safety, sanitation, 
hygiene, and preventive medicine, then and only then, 
can we talk organization of industrial hygienists. 


Practicing physicians who are attempting to do 
industrial work do need group discussion for the 
purposes pointed out by Doctor Shepard. Industrial 
medical records, especially of physical examination, 
should be standardized. Any practicing physician 
allowed to make these examinations should be taught 
the purpose of a physical examination for employ- 
ment, of reéxaminations, and the application of the 
follow-up value, and should also be taught how to 
make them from the industrial and health point of 
view. 


These examinations are the basis of all procedures 
carried out by industrial hygienists, such as the con- 
trol of posture, fatigue, lighting, ventilation, heat, 
cleanliness, dust, jars, vibration, noise, water and food, 
housing, recreation, and especially existing impair- 
ments and defects within the employee himself and 
in his working conditions. 


We have county and state sections on industrial 
medicine, but the programs still deal with industrial 
surgery, and have not, in the state of California, until 
now considered the problems of the industrial hy- 
gienist. There are so few doctors in California who 
as yet are interested in industrial hygiene, it does not 
seem practical to have a section for industrial hygien- 
ists, although this is very desirable as well as advis- 
able. Of the two plans proposed by Doctor Shepard 
I think industrial hygienists fit better into a section 
of the local branches of the American Public Health 
Association, as their work is primarily public health, 
but applied to a selected group working under certain 
social and economic conditions and controlled by a 
specialized management. 


we 


Puitip Kinc Brown, M. D. (909 Hyde Street, San 
Francisco).—Three important points made by Doctor 
Shepard need serious consideration: 


1. If industry is going to exclude the physically de- 
fective person over forty, who will employ them and 
who will correct the correctable defects? 

2. What should constitute standard entrance exami- 
nation to industry? 


3. Is it not a great advantage that industrial hygiene 
and industrial medicine should come under the opera- 
tion of some national organization as suggested by 
the writer; but should it not be, because of the magni- 
tude of the problems, the National Association of In- 
dustrial Physicians and Surgeons with local branches 
wherever there are large industrial problems and not 
a special department of the American Public Health 
Association? The reason for this is that it is only 
through national organizations that a standardization 
can be established satisfactorily and that there is more 
relation between industrial hygiene and industria! 
medicine and surgery than between any of these 
things and the work of the American Public Health 
Association. 


It has always seemed to me that the great mistake 
in large problems was too much splitting up into 
small groups and that the whole matter of public 
health would be improved if there were national or- 
ganizations like the Red Cross, whose main function 
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was to raise money and call on other highly special- 
ized organizations in emergency, and if the American 
Public Health Association not only carried on the 
type of work that it now does, but took over all the 
other national societies such as have been organized 
for the study and prevention of cancer, tuberculosis, 
red plague, mental hygiene societies, conservation of 
vision, and child welfare. The child welfare situation 
most strikingly has shown the futility of a multiplicity 
of organizations without an effective head. The move 
to unite seventy-eight national societies, organized to 
further some form of child welfare, is certainly a good 
illustration of the need for unification of effort. 

The National Society of Industrial Physicians and 
Surgeons could cover ‘tthe whole of the field. This 
society is certainly America’s most efficient organiza- 
tion for solving the deplorable problems of sickness 
among the working classes—problems that have been 
presented in various European countries under the 
name of Social Health Insurance. 

Finally, of course, there is the American Medical 
Association which representS the greatest influence 
for developing medicine by the physicians at large. 

Where each problem is represented by one dozen 
different organizations no one is as effective as it 
would be if it were properly organized after efficient 
business methods. We want standardization and we 
want conservation of effort. 

With the American Public Health Association doing 
its present work and enlarged to include the intensive 
study of preventable and other diseases like cancer 
and mental disturbance; with the National Associa- 
tion for Industrial Physicians and Surgeons taking 
care of the great problem of the health conditions 
attending industry; with the American Medical Asso- 
ciation to study standards and advance the educational 


side; and with the Red Cross to raise money to meet 
emergencies and subsidize special investigation that 
seemed urgent, I believe that we should make better 
progress in this country, without the deteriorating in- 
fluence of a state or national health insurance plan, 
than we are doing under present conditions where 
each individual organization is attempting all. 


Doctor SHEPARD (closing).—This discussion seems 
to bring out one important problem which all trained 
industrial hygienists have to face. That is, “what to 
do with the part-time industrial medical man who is 
chiefly interested in industrial surgery.” I would point 
out that the problem which you face is quite similar 
to the problem of the part-time health officer inter- 
ested mainly in his private practice. This has been 
at least partially solved in many places, and particu- 
larly in this state, by the formation of a health officers’ 
organization. Under the able leadership of Dr. Walter 
M. Dickie, state health officer of California, the part- 
time health officers of the state have been brought 
into the Health Officers’ Section of the California 
League of Municipalities, and have been made to feel 
that this is their organization. They have been given 
a voice in the councils of this organization and have 
without doubt both helped one another, and in turn 
been helped by the comparatively few full-time health 
officers who are included in the section. I believe 
that by skillful guidance and some statesmanship 
the trained industrial physicians of this state could 
carry out a similar project through some central 
organization. 

The name of the organization and its affiliations are 
less important than its leaders. The group of men 
who belong to this section comprises a nucleus upon 


which a western industrial hygiene organization can 
be built. 


FOOD ALLERGY—ROWE 


ABDOMINAL FOOD ALLERGY* 


ITS HISTORY, SYMPTOMATOLOGY, DIAGNOSIS 
AND TREATMENT 


By Avsert H. Rowe, M.D. 
Oakland 


Discussion by Clifford Sweet, M.D., Oakland; Hyman 
Miller, M.D., Los Angeles; George Piness, M.D., Los 
Angeles. 


Poop allergy is a frequent cause of mild or 

severe abdominal symptoms.’ That this is not 
appreciated by the medical profession is evidenced 
by the lack of its emphasis in the literature. Ref- 
erence is made to abdominal food allergy in a 
casual way in many contributions on allergy, but 
other than the excellent articles of Duke,’ this 
important cause of abdominal pain and gastro- 
intestinal symptoms has received little attention. 
The writer has studied a group of eighty of these 
cases of abdominal allergy with or without 
migraine, over a period of several years, and in 
this article will extend his observations especially 
in regard to symptoms, diagnosis, and treatment. 


CASE REPORT 


A brief record of the following case exemplifies 
many of the possible symptoms of abdominal food 
allergy. This also illustrates the unsatisfactory 
experiences such patients often have with medical 
and surgical diagnosis and treatment, and outlines 
the method of allergic investigation and therapy 
with “elimination diets” which will be described 
in this article. 


Mrs. W., age 39, had suffered from sick headaches 
and chronic indigestion for eighteen years. These 
symptoms had increased in frequency from once a 
month to one to three times a week during the last 
three years. Abdominal pain, cramping and pulling-in 
type, had recurred throughout the abdomen every few 
days, and for one month it had been constantly 
present, Pain in the sacral region and over the liver 
was also present. Severe constipation had been con- 
stant, and menstruation had been painful and asso- 
ciated with sore breasts. She was subject to marked 
depression, irritability and emotional instability. 

She disliked no foods, but knew that cream, gravy, 
potato, and chocolate disagreed with her, and was 
uncertain about others. Eczema on the hands for 
twenty years showed an allergic tendency. 


Family history was negative for allergy. An ap- 
pendectomy and uterine suspension nine years ago 
and a gall-bladder drainage and removal of ovarian 
cysts two years ago because of abdominal symptoms 
and headaches had given absolutely no relief. 


Physical examination including blood, urine, stool, 
and stomach analyses and gastro-intestinal roentgen 
ray studies were negative. 


Skin tests with foods by the cutaneous and intra- 
cutaneous methods showed no positive or delayed 
reactions. 


Treatment—Complete relief from all the above 
symptoms has been present for one year with the use 
of an “elimination diet” as detailed in this article, and 
subsequent addition of foods other than rye, wheat, 


* Read before the General Medicine Section, California 
Medical Association, at its Fifty-Seventh Annual Session, 
April 30 to May 3, 1928. 
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bacon, peanuts, eggs, and chocolate. The taking of 
these has reproduced former symptoms. 

Data on the seventy-nine other cases of indi- 
gestion, abdominal pain or migraine due to food 
allergy are to be reported in a forthcoming article. 


FAMILY AND PERSONAL HISTORY OF ALLERGY 


What should make the physician suspicious of 
food allergy as a cause of abdominal symptoms? 
Above all else, a family or personal history of 
allergy is most important, since a positive history 
of allergy in the family is obtained in upward of 
75 per cent of these patients. Thus the occur- 
rence of asthma, hay fever, eczema, urticaria, 
angioneurotic edema, migraine, and repeated colds, 
catarrh or bronchitis in any relative in the two 
preceding generations or in the patient’s progeny 
should be carefully ascertained. 

In like manner, the occurrence of any of these 
allergic manifestations in the patient’s past or 
present history should make one consider allergy 
as a cause of gastro-intestinal disturbances or 
abdominal pain. Moreover, a careful inquiry into 
food dislikes or food disagreements in adult life 
as well as in childhood is most important because 
of the help such information frequently gives 
regarding foods to which the patient is actually 
sensitive. Thus the personal history of the patient 
becomes an important link in the establishment of 
the possibility of a food allergy. 

As a general routine, in the recording of every 
patient’s history, the writer feels that the presence 
of a possible allergy in the family or personal his- 
tory should be very carefully determined. Allergy 
is at the basis of human symptomatology so fre- 
quently (it is variously estimated that 15 to 25 
per cent of all people have some allergic symp- 
toms), that it has to be considered in the diag- 
nosis of every patient by the internist, surgeon, 
nose and throat specialist, neurologist and other 
physicians. 


MANIFESTATIONS OF ABDOMINAL ALLERGY 


The most frequent symptoms in the abdomen 
resulting from food sensitization are given below. 


1. Pain in varying parts of the abdomen, either 
cramping, knife-like or aching, diffuse or remark- 
ably localized, is often due to allergy. Pain or 
soreness over the liver area simulating gall- 
bladder disease is frequently present in these 
food-sensitive patients, and is probably due to 
hepatic congestion or edema resulting from the 
entrance of food proteins into the portal system. 
Symptoms that simulate appendicitis may be due 
to food allergy, as Lintz has emphasized, and may 
lead to needless surgery. 

2. Indigestion characterized by nausea or vomit- 
ing, epigastric distress associated with distention, 
belching or regurgitation, heaviness in the stom- 
ach, and abdominal restlessness are often due to 
sensitization to foods. 

3. Constipation or diarrhea, accompanied at 
times, by mucous colitis,= may be due to food 
allergy and may be relieved on the basis of such 
diagnosis and treatment. 

4. Pyrosis is a marked symptom of food allergy 
in some patients. These patients frequently expe- 
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rience burning in the stomach after eating certain 
foods indicating the possibility of a mild or severe 
sensitiveness to many foods included in the diet. 

Patients suffering with food allergy are sub- 
ject to many manifestations of such sensitization 
other than those referable to the gastro-intestinal 
tract or abdomen. 


Migraine, either alone or associated with nau- 
sea and vomiting, is one of the most important 
of these and has gradually gained recognition as 
an allergic condition. This was recently empha- 
sized by the writer* and also by Vaughan.* Many 
patients have concomitant asthma, hay fever, urti- 
caria, or eczema along with their abdominal 
allergy. Many have coated tongues, foul heavy 
breaths, recurrent nasopharyngeal congestions, 
and canker sores or recurrent white patches on 
the buccal mucous membranes. Weakness, men- 
tal confusion and generalized body-aching and 
anorexia are frequent. Pains in the mid or lower 
back referred from the abdominal disturbance 
may also be due to food allergy. The writer has 
studied a number of patients with unexplained 
fevers which have been due to food sensitization. 
Malnutrition, underweight and short stature also 
are common. 


The cause of these manifestations of food al- 
lergy may be edema of the intestinal mucosa or 
spasm of the smooth muscle in the intestine itself. 
Irritations of the mucous membrane analogous to 
urticaria or dermatitis of the skin may occur in 
varying parts of the intestinal tract and could 
explain the canker sores and the recurrent pharyn- 
geal lesions. Angioneurotic edema of the intestine 
probably explains some of the severe abdominal 
pain due to food allergy, and at times undoubt- 
edly leads to unnecessary abdominal surgery such 
as was reported by Harrington.° 


DIAGNOSIS 


What are the important criteria for the diag- 
nosis of an abdominal food allergy? 


1. Family and personal histories, as stated be- 
fore, will often reveal an allergic tendency which 
points to the possibility of allergy in the etiology 
of the patient’s problem. 


-2. The history of food dislikes or disagree- 
ments is extremely important. These have usually 
been ignored by the physician heretofore being 
ascribed to whims or fancies. Whereas this is 
true in some cases, such opinions of patients must 
be more seriously considered in view of the recent 
recognition of food allergy. However, the pa- 
tients may not realize which foods, especially the 
common ones, cause allergic disturbances. There- 
fore the determination of the offending foods 
must be made by skin-testing with “food proteins” 
and frequently by the use of “elimination diets” 
and food trial.® 

3. Routine skin-testing of a patient suspected 
of food allergy with all foods and condiments is 
advisable. It is frequently helpful to test with 
other types of antigens, such as those of pollens 
and others, since positive reactions would indicate 
an allergic status in the patient. The scratch test 
frequently gives negative reactions to foods to 
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which the patient is sensitive as originally shown 
by Schloss, and emphasized by Duke,? and the 
writer.’ Sensitization to such foods may be shown 
by the intradermal test though this method also 
fails to reveal food allergy in many cases. Much 
evidence, moreover, is against the routine use of 
this intradermal method by the average physician 
as stated by Vaughan.® 

The writer therefore feels that much food sen- 
sitization must be determined by dietary trial in 
the presence of negative skin reactions. This pro- 
cedure is also necessary with foods giving posi- 
tive tests, as stated by Andresen, since the skin 
may indicate a potential sensitization which does 
not affect the gastro-intestinal tissues. 

4. By the use of “elimination diets” and con- 
sequent broadening of such diets as detailed in 
the following section of this paper, foods produc- 
tive of abdominal allergy or migraine may usually 
be discovered. This dietary trial is necessary in 
every patient suspected of food allergy, especially 
where skin tests are negative. 


NECESSITY OF A GENERAL DIAGNOSTIC STUDY 


In studying the patient from the viewpoint of 
a food allergy it must be emphatically stated that. 
a careful and painstaking analysis of the patient’s 
condition must be made. This should include a 
careful general history and complete physical ex- 
amination, as well as various laboratory exami- 
nations such as blood, urine, stool, and stomach 
analyses as well as roentgen-ray studies of the 
gastro-intestinal tract and of the gall bladder and 
colon, if indicated. If some pathological condi- 
tion in the abdomen is revealed, treatment should 
first be directed toward such a condition unless 
the likelihood of a food allergy indicates the ad- 
justment of the diet at the same time. If such 
treatment of the pathological condition does not 
give relief a thorough trial of various “elimination 
diets” should be made before food allergy is ruled 
out and especially before surgery for indefinite 
pathology is done. Duke has emphasized the pres- 
ence of pathology in patients suffering with food 
allergy suggesting the possibility that one condi- 
tion predisposes to the other. 


TREATMENT 


1. Based on history or food reactions. 


When a patient gives a definite history of sensi- 
tization to wheat, milk or eggs or to any other 
food, or gives definite skin reactions to foods, 
simple exclusion of such foods frequently gives 
prompt relief to the abdominal symptoms or 
migraine. Exclusion of such foods must be abso- 
lute. Return of symptoms is usually due to break- 
ing of the diet, even to a slight extent. 

2. Based on food trial with “elimination diets.” 

The trial of various diets is often necessary to 
determine the foods to which the patient is sensi- 
tive, especially when no skin reactions and no his- 
tory of food dislikes or disagreements are ob- 
tained. The writer has found that such food trial 
is greatly helped by the use of “elimination diets.” 

These “elimination diets” include only a few 
foods so that the effect of individual ones can be 
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carefully observed. In order to obviate the harm 
resulting from starvation or an unbalanced diet, 
one or two starches, two to four vegetables and 
fruits, oil and sugar, have been included in each 
diet and should be taken in amounts sufficient 
to assure enough protein, calories, vitamins, and 
mineral salts to meet body requirements. This is 
especially important if it becomes necessary to 
try different “elimination diets” to diagnose and 
properly control an obscure food allergy. Foods 
to which patients are most often sensitive, such 
as wheat, milk, eggs, chocolate, orange, banana, 
tomato, potato and others, in their order of fre- 
quency as determined by a recent analysis of 175 
food-sensitive patients by the writer, have been 
excluded from these diets. However, where no 
obvious sensitization to milk is present it may be 
used during the preliminary trial period. If symp- 
toms are not relieved, one or more diets without 
milk should be tried before excluding a suspected 
food allergy. Patients are at times sensitive to all 
fruits, all vegetables or all foods in other groups, 
in which cases individual “elimination diets” must 
be formulated of the type outlined above. 

Four “elimination diets” are suggested for rou- 
tine use by physicians. The one selected should 
depend on the history of food idiosyncrasies and 
positive skin reactions. Diet No. 1 has been most 
useful as a basis on which to build the final “elimi- 
nation diet.” A suggested menu shows the possi- 
bility of serving a palatable meal with the few 
foods included in this diet No. 1. If the patient 
gives a history of disagreement or gives skin re- 
actions to definite foods in the diet, or if the 
patient realizes that certain foods cause distress, 
substitutions of foods similar to those under sus- 
picion must be made. 

If relief is obtained inside of a week, with such 
an “elimination diet,” the addition of one or two 
vegetables or fruits, to which no evidence of sensi- 
tization exists, is made every four to five days. 
If relief persists after two weeks, meats, cereals 
and other foods may be gradually added by the 
physician, excluding any which cause symptoms. 

Wheat, milk, and eggs should not be added for 
several weeks. Of these milk should be tried first, 
especially in children, providing there is no defi- 
nite evidence of milk allergy. If milk is excluded 
the calcium content of the diet is apt to be defi- 
cient, indicating the use of two to four grams of 
calcium lactate a day. Such milk sensitization 
often contraindicates butter in which case emul- 
sion of cod-liver oil will supply calcium, phos- 
phorus, and the deficient vitamin D. 


Eggs frequently produce gastro-intestinal symp- 
toms and their addition must be carefully watched. 
The writer, as well as Vaughan, has emphasized 
the importance of wheat in the production of 
abdominal allergy as well as migraine, angio- 
neurotic edema and other allergic conditions, and 
it should be the last addition in most cases. For 
proper relief it must be emphasized that the ex- 
clusion of foods to which the patient is sensitive 
must be absolutely complete, as even the slightest 
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amount of such foods may produce severe allergic 
symptoms. 

In certain patients sensitization to foods is so 
extensive that a very narrow diet must be taken, 
the mineral content of which should be deter- 
mined and increased to the normal requirement 
by the addition of calcium or iron or phosphorus 
if necessary, the vitamin intake being fortified by 
the addition of yeast or cod-liver oil. When sensi- 
tization to cod-liver oil is present, the use of irra- 
diated ® olive, cottonseed, or corn oil will supply 
vitamin D. 

GENERAL MEASURES 


The use of peptone before meals has long been 
recommended *° for nonspecific desensitization to 
various foods. The writer has used peptone for 
several years in an attempt to desensitize against 
marked food allergies, without satisfactory results. 
However, there are undoubtedly individuals who 
are mildly sensitive to certain foods, symptoms of 
which are alleviated by the use of peptone by 
mouth, in one-half dram doses, thirty to forty-five 
minutes before meals. The hypodermic injection 
of peptone or its intravenous administration as 
recommended by Miller,’ especially in migraine, 
has not yielded results comparable to those ob- 
tained by the use of the elimination diets already 
described. Vallery-Radot ** has recently recom- 
mended the use of peptone (50 per cent) intra- 
cutaneously, but the good results obtained re- 
quired daily administration which militates against 
its use as compared to the regulation of the diet 
itself. 

The administration of calcium salts by mouth 
or vein has been disappointing in the writer’s 
experience, and quartz-light therapy has been in- 
effective in the control of abdominal food allergy 
though it is recommended for its general consti- 
tutional benefit. 


DESENSITIZATION TO FOODS 


Patients frequently become desensitized to 
foods which have been excluded from the diet for 
several months. In some instances, however, such 
loss of sensitization requires years and may never 
occur. The feeding of increasing amounts of 
food, beginning with 1/100 or less of a drop of 
milk or egg, for instance, and the slow increase 
of the daily dose until one-half cup of milk and 
one-half of an egg is being taken at the end of 
several months may be successful. The reappear- 
ance of symptoms indicates too rapid an increase 
and some patients apparently cannot be desensi- 
tized by the feeding of the food to which they 
are sensitive. The hypodermic desensitization to 
common foods has been generally unsuccessful in 
the hands of various specialists in allergy. 


SUMMARY 


Food allergy as a common cause of gastro- 
intestinal symptoms, especially gastric distress, 
cramping, and abdominal pain and constipation, 
needs more general recognition by physicians. 

Migraine is frequently due to food allergy and 
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may be associated with abdominal disturbances 
due to a like cause. 

A family or personal history of allergy or a 
dislike or disagreement for various foods should 
make the physician consider food allergy in the 
etiology of abdominal symptoms. 

Skin tests are frequently negative to the ex- 
tracts of foods to which the patient is sensitive. 

“Elimination diets,” several of which are ap- 
pended to this article are helpful in determining 
the presence and type of possible food sensitiza- 
tions when skin reactions are negative. 

Abdominal allergy is frequently relieved by ex- 
clusion of foods from the diet to which the patient 
either gives positive or delayed reactions or a defi- 
nite history of a dislike or disagreement. In many 
cases, however, diet trial by the use of menus 
similar to the “elimination diets” suggested in this 
article, with subsequent additions according to 
the plan here specified, is necessary for the treat- 
ment of patients afflicted with abdominal allergy. 
Though skin reactions are of help in indicating 
possible food sensitization it is possible for the 
physician to diagnose and treat abdominal food 
allergy as well as other manifestations of food 


_sensitization such as certain cases of migraine, 


asthma, eczema, urticaria and angioneurotic edema 
with “elimination diets” such as have been out- 
lined. 
COMMENTS ON ADMINISTRATION OF 
ELIMINATION DIETS 

1. Absolutely no foods other than those speci- 
fied in each diet can be used. Thus in Diet No. 1. 
rice must not be fried with butter or lard, but only 
with the fat specified, which was olive oil. Abso- 
lutely no bread, milk, cream, or other nonspecified 
foods can be used. 

2. Prescribed fruits can be used in drinks, 
salads, for desserts and jams and sauces. 

3. Gravies for meats and sauces for vegetables 
can only be thickened with flour allowable, i. ¢., rice 
flour in Diet No. 1; cornstarch in Diet No. 2; etc. 

4. Olive oil in Diet No. 1, corn oil in Diet 
No. 2, cottonseed oil in Diet No. 3 are indicated 
according to sensitizations to olive, corn or cotton- 
seed antigens. 

5. Calories must be increased by plenty of 
sugar, oil and starch prescribed. Vitamins must 
be assured by plenty of vegetables and fruits 
prescribed. 

6. In Diet No. 2, baked corn pone made with 
cornmeal and water, or cornmeal mush fried in 
Mazola oil or bacon fat, eaten with prune or apri- 
cot juice or plain sugar syrup, would be in order. 

7. In Diet No. 3, tapioca, baked with peaches 
and sugar and flavored with orange or orange peel 
may be suggested. 

8. In Diet No. 4, if patient is sensitive to fish 
but not to eggs, eggs may be substituted. 

9. These diets are models on which other diets 
composed of foods indicated by history of food 
sensitizations and skin tests may be formulated if 
desired by physicians. Diet No. 1 has been found 
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1. “ELIMINATION DIETS” 
Diet No. 1 Diet No. 2 Diet No. 3 Diet No. 4 Diet No. 5 


Cereal rice* corn rice rice 
tapioca rye Milk alone for the test 


Bread corn ponet none rye rice? 
Ry Crisp period. Two to three 


Meat or Fish lamb : bacon beef cod, halibut 
chicken and white fish quarts a day. 


Vegetables lettuce squash tomatoes lettuce 
spinach asparagus celery carrots 
carrots peas string beans peas 

~ artichokes beets 


Fruits and lemon pineapple grapefruit pineapple 
Jams and pears apricot pears apricots 
Fruit Drinks peaches prunes peaches pears 


Miscellaneous sugar sugar sugar sugar 
olive oil Mazola oil Wesson oil olive oil 


salt salt salt olives (unstuffed) 
olives (unstuffed) gelatin salt 


maple syrup maple syrup 
gelatin 


* Natural Rice is preferable because of vitamin content, 
+ Corn pone is made with cornmeal, salt, water, and Crisco. 
t Rye rice bread. 


1/3 cup rye flour 1/4 tsp. salt 

2/3. cup rice flour 2/3 cup water 

6 level tsp. baking powder (Royal) 1/2 tsp. shortening 
4. level tsp. sugar 


This recipe makes eight small muffins. This recipe doubled can be made into a loaf. Perhaps more pala- 


table if toasted. Royal Baking Powder contains no egg. 


2. SUGGESTED MENU FOR DIET NO. I 


BREAKFAST: 


Rice Boiled, natural, served with peach or pear juice and sugar. 
Fried in olive oil and served with sugar or maple syrup. 


Pears or peaches Large helping, fresh or canned. 


Drinks Lemonade with plenty of sugar. 


LUNCH AND DINNER: 


Soup Lamb broth with rice and carrots. 


Salad Lettuce with pears or peaches with olives and olive oil and lemon. 
Green or ripe olives, unstuffed. 


Meats Roast lamb with gravy made with rice flour. 
Broiled lamb chops. 


Vegetables Spinach or carrots. Boiled natural rice. 
Dessert Lemon gelatin or pears or peaches. 
Drinks Lemonade with plenty of sugar. 
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DISCUSSION 


CLirForD Sweet, M. D. (242 Moss Avenue, Oakland). 
Abdominal symptoms that have as their basis an 
allergic reaction to protein are sufficiently common to 
demand our attention. If anyone approaches the prob- 
lem of explaining the cause of distress in the abdomi- 
nal region without giving protein sensitiveness due 
weight he will in a considerable number of cases fail 
to arrive at the correct result. This, it seems to me, 
is in substance all that Doctor Rowe claims, and he 
has rendered valuable service by this and his other 
contributions to the subject. 


For several years my work has been entirely with 
children, but at the moment I recall adults who suf- 
fered from severe abdominal distress as the result of 
the ingestion of certain foods. One in whom honey 
caused severe epigastric pain; another in whom even 
a trace of garlic caused severe abdominal discomfort 
and a.migraine with vomiting so severe that a day’s 
rest in bed was necessary; and another in whom Eng- 
lish walnut brought on a crisis of abdominal pain, 
accompanied on one occasion, when a large amount 
was taken, by an edema of the glottis that was all but 
fatal. 


In infants the process of adjustment between the 
individual and the proteins that are ingested and in- 
haled is smooth or rough according to his allergic 
inheritance. The colic of infancy is often the noise 
of battle resulting from the abdominal discomfort that 
arises from incompatible protein. Having this ex- 
planation in mind has often helped me to solve a diffi- 
cult feeding problem, and very frequently the correct- 
ness of the diagnosis has been borne out, not only by 
symptomatic relief, but by the later appearance of 
other allergic manifestations such as asthma. 


* 


Hyman Miter, M. D. (1136 West Sixth Street, Los 
Angeles).—Doctor Rowe’s statement that a syndrome 
which might be termed food allergy with abdominal 
symptoms actually exists, I can well substantiate. 
However, Doctor Rowe’s statement that such a syn- 
drome is common or, to use his own words, “often 
occurs” appears to me a bit exaggerated. Were this 
the case many asthmatic or hay fever patients sensi- 
tive to foods would be expected to exhibit abdominal 
symptoms, and anyone who has had experience with 
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any number of such individuals knows that this is not 
so. I also object to the statement that migraine may 
be the result of sensitization to foods since, in my 
mind, migraine is a very definite syndrome which in 
our experience may be present in an allergic indi- 
vidual, but no more commonly than in the general 
population. o 


Georce Piness, M.D. (1136 West Sixth Street, Los 
Angeles).—Doctor Rowe would lead one to believe 
that abdominal allergy is a very common condition. 
I wish to take exception with him on this point, as 
our observations on several thousand patients thor- 
oughly and carefully studied do not corroborate his 
findings although it is admitted that abdominal allergy 
does exist and may result from sensitizations to pro- 
teins other than those derived from food. 

The use of elimination diets in my opinion is a 
roundabout and cumbersome method at the cause of 
symptoms, and even though the patient may be re- 
lieved of symptoms, is no proof that the symptoms 
were allergic in origin. 

® 

Doctor Rowe (closing).—The frequency of abdomi- 
nal food allergy alone or associated with other allergic 
conditions such as asthma can only be appreciated 
by physicians who will study their patients intensively 
from the allergic viewpoint as outlined in my article. 
Failure to recognize food allergy as a not uncommon 
cause of abdominal pain, indigestion, mucous colitis, 
and other gastro-intestinal symptoms will handicap 
the physician in the diagnosis of his patient and, what 
is especially important, deny patients much-needed 
relief from symptoms which at times have resisted 
medical treatment for years. 

Determination of food sensitization, it seems advis- 
able to repeat, cannot depend on skin reactions alone 
and must often be ascertained by diet trial. Duke in 
his book on “Allergy,” as well as other allergists, has 
stated that skin reactions, especially of the cutaneous 
type, are frequently negative in food allergy (and to 
a less extent in other types of allergy such as pollen) 
and when positive must be taken as a clue. Food sen- 
sitization as a cause of clinical symptoms, therefore, 
must be determined finally by diet trial even when 
skin reactions are positive. Though food sensitization 
can be diagnosed and controlled with my “elimination 
diets” without the aid of skin reactions, when re- 
actions are obtained at the original sitting or, as often 
occurs, with retesting, they are of definite help in the 
problem. 

My opinion that many cases of migraine as well 
as recurrent headache are due to food allergy is 
based on my successful control of such cases, thirty 
of which were reported at the recent meeting of 
the American Medical Association in an article on 
“Food Allergy.” Vaughan in his article on “Allergic 
Migraine,” already referred to, as well as Andresen 
arrive at the same conclusion. Miller and Raulston 
in 1923 felt that migraine was allergic in origin, but 
offered no plan for specific diagnosis or therapy. 
Food allergy cannot be said to be the only cause 
of migraine, but it is one which must be definitely 
considered. 

It is hoped that my suggestions in regard to the 
diagnosis and treatment of food allergy will be of as 
much help to physicians and especially to those inter- 
ested in gastro-intestinal disease as they have to me 
in my care of patients with such allergy. Decision 
as to the frequency of abdominal food allergy or as 
to the value of the method of its control by “elimina- 
tion diets” must be formed after a thorough study of 
a considerable number of cases with the method I 
have described. 
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2 PHRENICOTOMY AND THORACOPLASTY* 


IN THE TREATMENT OF MULTIPLE SUPPURATIVE 
BRONCHIECTASIS 


By A. Cyrit Catuister, M. D. 
Salt Lake City, Utah 


Discussion by Leo Eloesser, M. D., San Francisco; H. E. 
Schiffbauer, M.D., Los Angeles; William C. Voorsanger, 
M. D., San Francisco. 


P to the time of the development of surgery 

in the treatment of suppurative bronchiec- 
tasis, the greater nuthber of these cases were 
doomed to a slow death by fetid sepsis; were 
helped little, if any, by the administration of 
drugs; were frequently looked upon as tubercu- 
lous; were incapacitated for work and shunned 
by everyone because of the distressing foulness 
of their expectoration. 

That multiple suppurative bronchiectasis of the 
more severe type is unilateral in the majority of 
cases is indeed fortunate, as an opportunity for 
surgical relief is thereby made possible. The 
medical man has usually used postural drainage 
in the treatment of the patient before he is re- 
ferred to the surgeon, and the pulmonary surgeon 
should not overlook the importance of this treat- 
ment in building up the patient to withstand the 
severe and shocking surgery necessary in those 
cases in which surgical intervention is indicated. 


TREATMENT OF ACUTE CASES 


Cases of multiple suppurative bronchiectasis 
fall, so far as treatment is concerned, into two 
groups—the acute and the chronic. Perhaps all 
acute cases should at first be treated by bronchos- 
copy; certainly before operation every case should 
have a diagnostic bronchoscopic examination. 
This will reveal any obstruction that exists, any 
foreign body located can be removed, and in the 
acute cases this removal followed by broncho- 
scopic aspiration will usually be all the treatment 
required. Tissue found obstructing a primary or 
secondary bronchus, which on removal and micro- 
scopic examination proves to be carcinomatous, 
precludes any further surgical measures. Also it 
is vitally important in these cases to visualize the 
affected bronchial tract by the injection of lipiodol 
and subsequent x-ray, and in a number of cases 
the injection of the lipiodol or the insufflation of 
barium subcarbonate into this affected bronchial 
tract cannot be accomplished until obstructing 
secretion has been aspirated by the bronchoscope. 
It is also a much better and more scientific pro- 
cedure to inject the lipiodol under direct vision 
into the bronchi and lung tissue directly affected 
and get a concentration of the drug where the 
trouble is, than to depend on the mere trickling 
of the material down the trachea and the subse- 
quent diluted spread of the material throughout 
the entire bronchial tract and lungs. These pa- 


* Read before the Salt Lake County Medical Society, 
October 24, 1927. 
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tients should be x-rayed in a few moments after 
the injection and instructed not to cough and so 
dislodge the injected lipiodol or the subsequent 
visualization will be unsatisfactory. 


In a certain number of the acute cases, even 
after the foreign body has been removed and re- 
peated bronchoscopic aspiration has been done, 
the condition of cough, septic temperature, and 
production of considerable foul sputum will con- 
tinue. When that time arrives, bronchoscopic 
treatment should be discontinued and surgery of 
a more radical nature resorted to. It is to one of 
those methods of surgical treatment that I ask 
your consideration, together with the report of a 
case so treated. 


Lilienthal (text page 93)? has aptly pointed out 
that in the term suppurative bronchiectasis the 
name of the condition is taken only from the more 
apparent part of the process, that it is in reality 
often accompanied by a parenchymatous suppura- 
tion, and hence is associated in many cases with 
multiple lung abscesses which drain into the sup- 
purating dilated bronchi with here and there an 
occasional obstruction. From a surgical point of 
view it may then be placed under the group 
as multiple pulmonary abscesses draining into 
bronchi. 


There are numerous causes of suppurative 
bronchiectasis, the most common of which are: 
(1) the aspiration of foreign bodies either origi- 
nally septic or resulting in a septic or suppurative 
bronchopneumonia; (2) septic emboli, following 
tonsillectomy, which strike the lungs through the 
jugular circulation. If a patient survives this 
septic bronchopneumonia the chronic bronchiec- 
tatic condition will usually ensue. Other causes 
are (3) chronic nasal sinusitis, (4) carcinoma of 
the primary bronchi, (5) embolism following any 
operation, and (6) pneumonia. 

If one studies carefully the pathology of this 
form of bronchiectasis he will find that in the 
chronic cases morbid changes have taken place 
in the walls of these bronchi in the loss of elastic 
tissue, in induration, in round-cell infiltration with 
granulation tissue formation and often calcifica- 
tion. This will account for the almost uniformly 
poor results which follow medical treatment. And 
since many cases which involve the lower lobe 
have firm adhesions to the diaphragm, artificial 
pneumothorax will be of no avail in securing a 
beneficial compression of the lung. The deplor- 
able part of the situation is that in the majority 
of cases the patient should have been brought to 
the surgeon much earlier for treatment than he 
usually is, and not as a last resort. When seen 
by the surgeon the patient is usually anemic, sep- 
tic, has a myocarditis, a marked clubbing of the 
fingers, is underweight, poorly nourished, expec- 
torating large quantities of fetid material, has 
probable numerous amyloid changes in his liver, 
spleen and other important organs, and last, but 
not least, has completely lost his morale. I can- 
not too strongly emphasize that if these patients 
afe to receive surgical benefit, they be referred 
to the chest surgeon early in the course of their 
disease. The surgery necessary involves consider- 
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Fig. 1.—Anteroposterior view of 
chest with injection of bronchi- with _lipiodol 
ectatic area with lipiodol under bronchoscope. 
direct vision with the bronchoscope. 


able risk to the patient, which risk is only height- 
ened by a lowered physical resistance. 


The use of lipiodol to outline the extent of in- 
volvement of the diseased area, combined with the 
x-ray, has proved so valuable a diagnostic aid 
that to attempt either to diagnose or to treat with- 
out their help is absolutely unjustifiable. 


The lung surgeon of tomorrow must be a 
trained bronchoscopist in order properly to treat 
acute cases, and to decide which chronic condi- 
tions are operable and which inoperable. 


TREATMENT OF CHRONIC CASES 


The surgical procedure in the chronic case de- 
pends entirely upon the location and the extent 
of involvement of the lung. In small areas well 
localized and capable of approach through the 
chest wall, the treatment is the same that one 
would use in approaching an abscess in the local- 
ity—a two-stage or one-stage operation, depend- 
ing entirely upon the presence or absence of wall- 
ing off adhesions over the area. The involved 
area should be treated with thorough cauteriza- 
tion followed by packing. Subsequent steps may 
have to be taken to close the resulting bronchial 
fistulae, but a little delay on the part of the sur- 


Fig. 2.—Lateral view of same chest 
injection done with 
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Fig. 3.—Anteroposterior view of 
chest with injection of bronchi- 
ectatic area with lipiodol, using the 
indirect or gravity method. 


geon is often of more value than premature sur- 
gery, as many of these bronchial fistulae will close 
spontaneously if given sufficient time. The chest 
surgeon, unlike the abdominal surgeon, does not 
see his wounds heal in the self-appointed time of 
ten to fourteen days; he is more likely to do 
almost daily dressings for ten or fourteen weeks 
before wounds finally heal in septic chest cases. 


Lobectomy.—Where the amount of sputum is 


\ large an entire lobe or even two-thirds of a lung 


is often involved. Obviously drainage of this 
arge mass of lung tissue through the chest wall 
is impracticable. One of two methods of attack 
may be selected, first the removal of the septic 
lung tissue, and second, extrapleural compression. 
The cautery method of Graham is by far the 
safer method for removal of lung tissue, as the 
surgeon can stop whenever the patient’s condi- 
tion calls for cessation of the operation. The sur- 
geon can resume the operation when the patient’s 
condition permits further work, whether it is the 
next day, the next week, or the next month. The 
patient, during the waiting interval, will have 
been receiving beneficial drainage. This is not 
true when the resection and suture method of 
lobectomy is used, as hemorrhage must be con- 


Fig. 4.—Lateral view of chest in- 
jected with lipiodol by the gravity 
method. 


Fig. 5.—Anteroposterior view of 
the chest following extirpation of the 
right phrenic nerve showing the rise 
of the diaphragm and the diminish- 
ing in the size of the chest cavity 
following this operation. 


Fig. 6.—Anteroposterior view of 
the chest following posterior section 
of the fifth to the eleventh rib, in- 
clusive. It will be noted that the 
upper four ribs, which have not yet 
been resected tend to prevent col- 
— of the chest cavity on that 
side. 
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trolled before the surgeon can stop, and patients 
may be subjected to too great shock. Lobectomy 
by the cautery method of Graham causes com- 
paratively little hemorrhage, and the shock is 
small considering the surgery that is done. 


Thoracoplasty—The second method of treat- 
ing these cases, namely by external compression 
with massive collapse of the lung in three stages, 
is much safer. 

This method consists first of phrenic nerve 
extirpation followed by a two-stage extrapleural 
posterior thoracoplasty. As Alexander? has so 
justly emphasized, the-diaphragm on the affected 
side must be put at complete rest preceding extra- 
pleural thoracoplasty in order to avoid that most 
dangerous complication of this operation, namely, 
aspiration pneumonia. The operation used is the 
Felix radical phrenicotomy, sometimes called 
phrenicus exeresis, which consists of drawing the 
phrenic nerve out of the chest from a depth 
beyond the place where the accessory phrenic 
nerves usually join the. main trurfk. This point 
is about seven centimeters below the first rib or 
twelve centimeters from the point where the main 


Fig. 7.—Anteroposterior view of the 
chest following the complete opera- 
tion and taken shortly before the 
patient left the hospital. 


phrenic nerve is conveniently sectioned on the 
anterior scalenus muscle in the neck. It is impor- 
tant, because of these accessory phrenic nerves, 
that the nerve be extirpated and not merely sec- 
tioned, as in the latter case a paralysis of the 
diaphragm on that side which the surgeon is striv- 
ing for will not be complete. This operation is 
done entirely under local anesthesia. In the para- 
vertebral thoracoplasty the anesthesia is again 
local, and is done by the Wilms-Sauerbruch tech- 
nique, which consists of both paravertebral block 
and interosseous infiltration. It is preferable to 
remove the sections of the lower five or six ribs 
in the first stage and complete the operation in 
the second stage. The first rib is particularly diffi- 
cult to section as it lies deep, nearer the front than 
the back of the chest, is grooved by the subclavian 
artery, and presents its posterior inferior edge to 
the operator rather than the flat posterior surface 
as the other ribs do. I have found Lilienthal’s 
guillotine of great help in removing this first rib. 


SURGERY IN BRONCHIECTASIS—CALLISTER 325 


The general course of approach follows the outer 
edge of the erector spinae muscles, but these must 
be sectioned transversely over the neck of each rib 
in order to cut the rib as near the vertebral 
column as possible. The muscles between the 
scapulae and the vertebral column are sectioned 
in resecting the ribs in this region and afterward 
carefully repaired to produce as little disability of 
the shoulder in this region as possible. 


The operative shock is considerable. An anemic 
patient should be transfused beforehand, and a 
donor should be ready immediately after the 
operation, as transfusion will almost surely be 
necessary because of the large blood loss and 
shock involved in this operation. Rapid teamwork 
is necessary. Sauerbruch has shown in his statis- 
tics that, in any of these operations that consume 
over an hour, the patient almost certainly dies. 
Oxygen and intravenous glucose and saline are 
usually necessary supplements to the operation. 


CASE REPORT 


Mrs. E. M., age nineteen, admitted to the L. D. S. 
Hospital, October 7, 1926. 


Two years ago the patient was operated on at a 
local hospital for removal of tonsils and adenoids, and 
a week later developed what was diagnosed as a bron- 
chopneumonia. She was very ill with this condition 
for about three weeks, but gradually improved so that 
she was able to leave her bed. She had developed an 
almost continuous cough with the production of a 
copious thick, fetid sputum, the amount reaching as 
much as 8 to 10 ounces in twenty-four hours. Her 
weight before the tonsillectomy had been 129 pounds, 
and at the time of examination was but eighty-three 
pounds. She had chills every afternoon, followed by 
fever which reached 101 to 102 degrees each after- 
noon. She was short of breath, pallid, and barely able 
to walk for a small portion of the day. She had been 
under observation and treated by several doctors 
since the onset of her illness, was gradually growing 
worse, and was referred to me with a diagnosis of 
lung abscess, for decision as to whether she could be 
helped by surgery. 

Her past history shows measles and mumps in 
childhood. She is married, but has recently been 


deserted by her husband because of her physical 
condition. 


Physical Examination—A poorly nourished and an- 
emic young woman with clubbed-fingers and a per- 
sistent cough. Her temperature on admission was 
102.8, her pulse 100, and her respirations 30. 


Pupils equal and react to light and accommodation. 
Nose not obstructed. Throat negative. The teeth 
in fairly good condition. Neck shows no enlarged 
glands, nor is there any abnormal enlargement of the 
thyroid. 

Heart dullness about normal in size and position. 
Sounds regular and of fair quality, no murmurs, nor 
thrills. Apex impulse in the fifth left interspace and 
about four and one-half inches from the midsternal 
line. The chest on percussion shows dullness of the 
entire right side up to the level of the fourth inter- 
space posteriorly and slightly higher anteriorly. The 
breath sounds were rather distant and vary consider- 
ably over different places listened to. In some spots 
moist rales could be heard. The fremitus also varied 
considerably. A few moist, coarse bronchial rales 
could be heard over the left chest, but there was no 
abnormal dullness, and the breath sounds were of 
fairly normal quality. 


Abdomen soft, slightly tympanitic. No masses, 
spasm nor tenderness. The liver edge and the spleen 
were not palpable. Pelvic examination showed no ab- 
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normalities. With the exception of clubbing of the 
fingers the extremities were negative. 


Urine: alkaline, sp. gr. 1010; faint trace albumin; 
many pus ces; no casts. 


The patient was put to bed on postural drainage 
treatment and the chest x-rayed. The plate showed 
the entire lower half of the right chest opaque with 
no evidence of a fluid level. On the third day a 
bronchoscopic injection of lipiodol was done and the 
chest again x-rayed. Figure 1 shows the anterior- 
posterior, and Figure 2 the lateral views of the chest, 
showing bronchoscopic injection of the lipiodol. They 
show numerous dilated bronchi ending in clubbed 
endings of terminal abscesses, Figures 3 and 4 show 
the anterior-posterior and lateral sections of the chest 
with lipiodol introduced by the indirect method, drop- 
ping it down the trachea. The advantage in visualiza- 
tion to be secured by bronchoscopic injection of the 
lipiodol over the indirect or gravity method is readily 
seen. 

It was decided because of her wide septic swing 
in temperature to continue postural drainage and 
general supportive measures to improve her general 
condition before operation, She was accordingly dis- 
charged to her home on October 13, 1926. 


Patient readmitted to the hospital on November 23, 
1926. Her condition was slightly improved, but her 
cough was very persistent and she was running a 
septic temperature. On November 27, under local an- 
esthesia one-half per cent novocain, a radical extirpa- 
tion of the phrenic nerve was done (Felix operation). 
This was followed by immediate epigastric pain and 
tachycardia which was not persistent. Her chief com- 
plaint was of considerable pain in her right shoulder. 
The coughing decreased and, although postural drain- 
age was continued, the amount of twenty-four-hour 
sputum was considerably lessened. Figure 5 shows 
the diminution in size of the chest cavity as a result 
of the paralysis of the right side of the diaphragm, 
due to the right phrenic nerve resection, The sputum 
had been persistently negative for tuberculosis on fif- 
teen examinations, and at this time showed a large 
amount of pus, streptococci, staphylococci, and de- 
generated epithelial cells. The wound healed by 
first intention and she was discharged home on De- 
cember 10 to gain what benefit she could from this 
preliminary operation. 


On January 18, 1927, she was readmitted, running 
a slight afternoon temperature of one or two degrees, 
and the twenty-four-hour amount of sputum had 
diminished to one and one-half ounces. The cough 
had become more infrequent and had permitted the 
patient to sleep much better at night. Her white 
blood count was 15,780, her hemoglobin 60, per cent, 
and her red count 3,900,000. She was typed for trans- 
fusion. On February 3, under the Wilms-Sauerbruch 
technique with local anesthesia, sections of the fifth 
to the eleventh ribs inclusive were removed. The 
shock reaction was rather marked, and the patient 
was transfused with 700 cc. of blood immediately 
following operation. Her blood pressure ranged from 
a systolic of 86 to 96 for forty-eight hours following 
the operation, Oxygen was administered intermit- 
tently during this period together with intravenous 
glucose and saline, The patient gradually recovered 
and the wound healed kindly. Figure 6 shows the 
x-ray of the chest cavity following the partial resec- 
tion of the lower six ribs. Upon examination of this 
x-ray one can readily see how the upper ribs, which 
have not been resected, prevent collapse of the chest 
cavity. On March 10 the patient’s condition was such 
that the second stage of the operation was done under 
local anesthesia, the upper four ribs being removed. 
The reaction was not so marked on this occasion, but 
on the second day after the operation the patient had 
a sudden chill followed by a pain in the left chest, 
pulse of 140 and respirations of 44. A coarse, pleural 
friction rub developed in the left chest anteriorly, and 
the patient’s condition was precarious. Oxygen was 
given almost continuously to relieve the cyanosis, and 
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heat applied to the left chest. The temperature 
dropped by crisis in forty-eight hours from 104 to 
normal in eight hours. It then developed a slight 
septic swing, but the patient’s condition was very 
much improved. The temperature continued to have 
a septic swing until April 2, when 300 cc. of green, 
turbid fluid was removed by puncture. Her condition 
had continued to improve to such an extent that she 
was permitted to go home ten days later to continue 
her convalescence. Figure 7 shows the condition of 
the right chest cavity following the phrenic nerve 
extirpation and resection posteriorly of the entire 
eleven ribs. If this is compared with Figure 1 it can 
readily be seen that a marked decrease in the volume 
of the chest cavity has been accomplished which, by 
actual measurement, is diminished to one-eighth its 
original size. 


Patient has been seen at two-week intervals at the 
office. A summary of her condition shows that she 
has gained twenty-nine pounds, has a normal tem- 
perature, sleeps all night without coughing, coughs 
only occasionally during the day, is doing her own 
work, and is raising less than one-half ounce of 
sputum in twenty-four hours, The sputum has lost 
much of its offensive odor. 

On September 11 this patient was readmitted to 
the hospital with a gangrenous appendix, which was 
removed under local anesthesia and from which she 
made a satisfactory convalescence. 


CONCLUSION 


1. Chronic suppurative bronchiectasis should 
be treated by surgical measures, This is particu- 
larly true when repeated bronchoscopic aspira- 
tions do not afford permanent relief. 


2. Extensive lesions of this sort can be treated 
best by extrapleural compression. This treatment 
is probably safer when it consists of phrenic nerve 
extirpation, followed by posterior thoracoplasty 
which should be complete for the side affected. 

706 Medical Arts Building. 


REFERENCES 


1. Lilienthal: Thoracic Surgery. 
2. Alexander: Surgery of Pulmonary Tuberculosis. 


ys DISCUSSION 
— 


/ Leo Exorsser, M. D. (490 Post Street, San Fran- 
cisco).—To fully discuss Doctor Callister’s interesting 
presentation would take more space than the journal 
would be ready to allot me; so many of his state- 
ments invite discussion in spite of the uncommonly 
good result of his treatment. Abscess and bronchiec- 
tasis should, I think, be kept clearly apart, although 
I will concede that the chronic indurative pneumonias 
that follow old abscesses may occasionally carry bron- 
chiectatic dilatations in their train, as Doctor Callis- 
ter’s patient evidently did. Bronchiectasis, however, 
rarely causes extensive parenchymatous suppurations; 
indeed it is striking how well the suppuration is con- 
fined to the bronchiectatic pouches, even when the 
suppuration is of very long standing. 


Upper respiratory infection has been the most fre- 
quent cause of bronchiectasis in patients with whom 
I have had to deal. 


This, however, in passing; I have been much dis- 
appointed in the results of external compression for 
bronchiectasis. The sputum has been diminished, it 
is true, but it has never disappeared; the operation is 
not without risk, as the stormy convalescence and 
alarming postoperative course of Doctor Callister’s 
patient shows. I imagine that in less energetic hands 
and with less careful postoperative treatment she 
would have succumbed. Opening the suppurating 
pouches with the galvanocautery after the method of 
Graham has, when all the pouches are really open, 
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been more satisfactory and has caused entire cessa- 
tion of cough and sputum. 


*% 


H. E. Scuirrsaver, M.D. (520 West Seventh Street, 
Los Angeles).—Doctor Callister has given a very. 
terse and excellent presentation of the treatment of 
suppurative bronchiectasis. I wish to endorse this 
method. 


It is this type of paper which will help to educate 
the internist in the value of having his bronchiectatic 
patient under the supervision of a surgeon. The chest 
surgeon can assist the internist in the outline of the 
nonoperative treatment and can select the proper time 
for surgical intervention. 


The suggestion that the chest surgeon be a bron- 
choscopist is a good one, as it will enable him better 
to visualize the lung pathology with which he is 
dealing. 

Repeated bronchoscopy with aspiration and the 
injection of lipiodol is a decided advantage to the 
patient in preparing him for operation. 


The operation on the phrenic nerve might be more 
properly termed phrenic neurectomy; as_ phrenicot- 
omy implies only a severing of the phrenic nerve, 
whereas in the case reported a neurectomy was per- 
formed. In small bronchiectatic cavities at the base 
a phrenic neurectomy is all that may be required, | 
have a patient operated upon fourteen months ago in 
whom the expectoration is so slight and without any 
paroxysm of coughing, and whose general condition 
is so good, that further surgery has been refused. 

It is always advisable to perform a phrenic neurec- 
tomy before other major operations; it has many ad- 
vantages and no serious disadvantages. 

As to paravertebral anesthesia, I have found it to 
be dangerous and unnecessary. Undoubtedly some 
of the serious postoperative reactions are due to this 
method, and several deaths have been reported from 
its use. The intercostal block anesthesia is a satisfac- 
tory anesthesia, so far as pain is concerned, For a 
psychic effect, which is necessary in many patients, 
I use the minimum amount of ethylene sufficient to 
abolish consciousness, 

The Wilms-Sauerbruch extrapleural thoracoplasty 
is the operation of choice in certain types of early 
chronic bronchiectasis, the Graham cautery method 


and lobectomy being reserved for the more extensive 
involvements. 


With the proper application of the surgical proce- 
dures mentioned, many patients suffering from chronic 
bronchiectasis can be cured and returned to their 
former mode of living. P 


WititamM C. Voorsancer, M.D. (490 Post Street, San 
Francisco).—Doctor Callister has presented a_ bril- 
liant exposition of his subject with a brilliant result 
in a case of suppurative bronchiectasis treated by 
thoracoplasty. Naturally I can only discuss the medi- 
cal aspect of the subject which does not advocate 
external compression as a cure for bronchiectasis. 
In my hands artificial pneumothorax has never caused 
a permanent cessation of cough or sputum in bron- 
chiectasis. 

Hedblom, who at first strongly advocated thoraco- 
plasty in bronchiectasis has become more conserva- 
tive, due to recurrences; and Lambert, with a vast 
experience in this work, does not believe the opera- 
tion is permanently curative. The best surgical results 
have been obtained by Graham's gradual cauteriza- 
tion of abscessed cavities and gangrenous pouches, It 
would be interesting to have Doctor Callister report 
on his patient in another year and let us know if 
symptoms have recurred. 

Bronchiectasis is a multilocular disseminated dis- 
ease, and collapsing one lung does not prevent the 
disease recurring in the other lung. I am firmly of 
the belief that the cure of bronchiectasis lies in its 
early recognition and early elimination of its cause, 
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which in a large number of patients is due to infected 
sinuses. In a recent publication on “Undiagnosed 
Cough” we stressed the point that there is a 38 per 
cent group which becomes either bronchiectatic or 
tuberculous, The potentially bronchiectatic group will 
often yield successfully to an autogenous vaccine. 
Even when the bronchiectasis becomes fairly pro- 
gressive, bronchoscopy, postural drainage, and the 
use of an autogenous vaccine should be tried before 
resorting to surgical intervention. 

In spite of Doctor Callister’s splendid result, I can- 
not agree with his conclusion that even extensive 
bronchiectatic lesions should be generally treated by 
“extrapleural compression.” 

% 

Doctor CALuistTer (closing).—I wish to thank Doctors 
Eloesser, Schiffbauer, and Voorsanger for their kindly 
discussion of this paper. Although there is much de- 
batable ground covered in this method of treatment, 
it is applicable in a considerable number of cases, and 
where the usual medical methods are not gaining 
ground in a patient’s condition this treatment will in 
suitable cases give definite improvement and perhaps 
an occasional cure. 

Graham’s method of cauterization is preferable 
when the process is not extensive, but to use it in a 
widespread unilateral process would virtually amount 
to lobectomy, which carries a much higher mortality 
than extrapleural thoracoplasty. 

Paravertebral anesthesia when accomplished lessens 
the amount of novocain injected and shortens con- 
siderably the duration of the operation by doing away 
with considerable of the interosseous block, a time- 
consuming procedure. 


HYPERPYREXIA* 
REPORT OF AN UNUSUAL CASE WITH RECOVERY 
By Harotp M. F. BennemMan, M. D. 
San Francisco 


Discussion by Chauncey Leake, Ph. D., San Francisco; 
Newton Evans, M.D., Los Angeles. 


UTHENTIC reports of unusually high tem- 

peratures in man seldom occur in the litera- 
ture. Many.of them, partly because of the human 
interest appeal to the laity, are gross exaggerations 
which occupy newspaper space, cause comment, 
and are forgotten without investigation. An ex- 
ception to this, however, was the Escanaba case 
which Woodyatt and Fishbein investigated in 
1923, and proved to be a hoax perpetrated by an 
hysterical woman. Moreover, the majority of the 
few incidents of hyperpyrexia reported, are tem- 
peratures just preceding death which is a frequent 
physiological observation. 


MECHANISM OF TEMPERATURE REGULATION 


The mechanism of temperature regulation in 
the human body has long been a subject of re- 
search, and the source of many hypotheses. Such 
regulation has been accounted for on two main 
theories: one, that it is due to changes in heat 
production, the other “held by a minority, that it 
is kept so by changes in heat dissipation under 
the varying conditions of external temperature.” ? 
Ott feels that the corpus striatum and_ tuber 
cinereum play a prominent part in the production 
of fever. Burton-Opitz has stated that in his 


*From the Dermatological Service, University of Call- 
fornia Hospital. 
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belief fever is merely one of the expressions of 
a cellular reaction instituted in consequence of 
pathogenic influences, and is a result of a change 
in metabolism of the tissues.® 


Other portions of the brain than the corpus 
striatum, have been proven to have a. relation to 
heat regulation, but the latter, through the heat 
puncture, and other methods, has claimed the 
most attention. Barbour showed that when the 
corpus striatum is heated to 42 degrees C. or 
higher, there follows a fall in body temperature, 
while cooling of that region to 33 degrees or lower 
causes a rise in body temperature.* Howell found 
that similar reactions took place upon the applica- 
tion of various substances to this body, i. e., 
chloral, antipyrin, quinin.’ He believes that tem- 
perature regulation is controlled through the fol- 
lowing mechanisms : 


Heat Loss—Physical Regulation 
. Sweat centers and nerves. 
2. Vasomotor center and nerves. 
. The respiratory center. 


Heat Production—Chemical Regulation 


. Motor nerve centers and fibers to muscles. 
. Stimulating action of food on metabolism. 


In support of the above theory, is Woodyatt’s 
work, in which he dehydrated animals with in- 
travenous glucose and got temperatures of 108 
degrees F. which were relieved by ingestion of 
water. In connection with the part played by 
protein metabolism, Halliburton and Mott proved 
the fact that the globulin of nerve cells coagulates 
at 42 degrees C.7 Kornblum does not feel that the 
heat center has been definitely assigned to one 
part of the brain, and believes that the term “‘tem- 
perature center in the brain” is misleading.* He 
feels that there are reflex arcs, whose chief path- 
ways lie in the basal ganglia and brain stem, and 
that it is through derangement of these pathways 
that temperature disturbances are brought about. 
He is a firm believer in the theory that fevers are of 
toxic origin, as is Howell, supporting the theory 
that the cleavage products of protein caused by 
bacterial growth cause the fever. Hyperpyrexia is 
common in heat stroke, brain and spinal cord in- 
juries, hysteria, and in septicemias. The modern 
conception seems to be rather prevalent that the 
increase in heat production is often due to a 
medullary edema. McKenzie and LeCount at 
autopsy, found 22 of 37 brains edematous, death 
being due to heat stroke.° 


SURVEY OF SOME CASES REPORTED 


As stated before, reports and occurrences of 
hyperpyrexia are common just preceding death, 
and even right after death, so these reports are 
not included here, except that of Fairly and Stew- 
art’s high readings. They record two temperatures 
of 109 and 109.6 degrees F. in two patients with 
cerebrospinal fever.*°** Cases reported with re- 
covery are very few. Williams writes of one 
reading of 108 degrees F.** and Lloyd in Aus- 
tralia reports a case of food poisoning whose 
temperature reached 107.4 degrees F..* One of 
the few occurrences in infancy is the case of 
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‘ Manning, whose ten-weeks-old patient with cere- 


brospinal meningitis had a temperature of 109 
degrees F. with recovery.** In a larger series, 
Gauss and Meyer listed 38 patients with a tem- 


perature reaching 110 degrees F. in a severe in- 


fluenza, with complete recovery.’® 


The largest series of heat stroke cases reported 
is from Chicago. Gauss and Meyer found that of 
158 patients, 63 had died, and 46 of those had runa 
temperature of 105 degrees F.*° The only other 
observer to report hyperpyrexia of 110 degrees 
was Pattison, whose patient completely recovered."* 
While common in hysteria, the heights are not so 
great, Greene stating that the highest fever he has 
observed in this condition was 104 F.** 


Very few workers mentioned the relation of 
pulse and respiration to these hyperpyrexias. 
Johnson observed that with a temperature of 110 
degrees F. the pulse rate averaged between 150 
and 180 per minute, with respirations slightly in- 
creased.’* 


COMMENT ON CASE REPORTED 


The case I wish to report was admitted to the 
hospital from the dermatological out-patient de- 
partment with a moderately advanced mycosis 
fungoides. The case history which follows later, 
gives the salient features of the patient’s course 
while in the hospital. The incident of hyper- 
pyrexia reached 110.6 degrees F., a total of 12 
degrees of fever. It was at this height at least 
one hour and decreased rapidly when the fall once 
started. There is no doubt of the authenticity of 
the reading, as careful supervision was made of 
the patient during the observation, and several 
thermometers were used, two of them giving the 
exact reading of 43.7 Centigrade. Readings were 
by mouth, as the patient was not irrational or 
stuporous enough to prevent this procedure. The 
ward intern checked the whole situation, reading 
the thermometers, as well as standing by at one 
reading. Two student nurses took the original 
readings, and called the night supervisor, who also 
read the thermometers. 


The patient complained comparatively little 
during this whole night, and remembered only a 
commotion about his fever, and that several ther- 
mometers were put in his mouth. The subjective 
and objective improvement for two weeks imme- 
diately following this hyperpyrexia was remark- 
able. From a man who was completely covered 
except on the head, with weeping, ulcerative, open 
lesions of mycosis fungoides, he soon changed to 
one who had nodular, dried-up scabs in their place. 
Undoubtedly the cause of this hyperpyrexia was 
toxin liberated by bacterial growth; secondary in- 
fection was present in many of the lesions. This 
supposition is in keeping with Howell’s theory 
previously mentioned. My impression of the cause 
of the postpyretic improvement is the protective 
mechanism of fever. Most bacteria are killed at 
a temperature slightly above that of the body, 
especially the streptococcus of erysipelas and the 
bacillus of anthrax, which are attenuated greatly 
above 40 and 42 degrees C. There was also the 
possibility of a copious formation of immune 
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bodies which did their part in antagonizing the 
agent of infection. 


The case is considered of interest, not only for 
the hyperpyrexia present, but in connection with 
work that is now being done in an effort to combat 
sepsis and infection by increasing the body to 
“bacterial death temperatures” through mechanical 
means. The author, after a review of the litera- 
ture believes that this is probably one of the 
highest temperatures compatible with life that 
has been recorded. 


CASE HISTORY 


S. G. A., Male, age 63, married, admitted, April 15, 
1927. Chief Complaint: “Many sores all over body of 
ten months duration.” Family History: Mother died 
of cancer of breast and erysipelas at 53; negative other- 
wise. Married History: Wife living at 70 with pul- 
monary tuberculosis and senile dementia. Past His- 
tory: 0-23 Michigan; 23-26 New York; 26-48 Chi- 
cago; 48-55 Orient; 55 to Philippine Islands and Cali- 
fornia. Diseases: Measles, mumps, in childhood; 
rheumatism 30-48; malaria 20-22; typhoid fever 30; 
Neisserian infection 23; influenza 60. Operations: 
Cyst removed f:10m back of neck at 53. Weight: Best 
at 205 pounds at 53 years with average 175; weight 
when admitted: 165. Symptoms: Bilious headaches 
throughout life; choiroiditis and failing vision at 23; 
severe burning pain in eyes for many years; mastoi- 
ditis at 35; all teeth out at 61 as teeth seemed to 
crumble in the two years preceding the present illness. 
Cardiorespiratory: Dyspnea with moderate exertion 
since 59. Gastro-intestinal: Occasional gas; tenesmus 
at age 20-30 with diarrhea, mucus and blood; “nervous 
stomach”; Doctor Murphy of Chicago told him he had 
gall stones. Genito-urinary: Nocturia past 3-4 weeks 
with pollakiuria. Central Nervous System: Nervous 
breakdown with anemia at age 35. 


Present Illness—About four years previous to admis- 
sion had generalized papular and vesicular rash 
with severe pruritus; recurrence and clearing several 
times; one year previous to admission noticed nodules 
all over body with itching, burning and pain. These 
finally ulcerated; for past nine months had weekly 
x-ray treatments all over; some lesions grew smaller; 
has had milk injections, Fowler’s solution; ammon- 
iated mercury ointment, and x-ray. 


Physical Examination—Typical picture of mycosis 
fungoides in a man fairly well nourished and weigh- 
ing 165 pounds. Lesions all over the body, in all 
stages; negative otherwise, except impaired breath 
sounds both apices and systolic murmur at apex; 
blood pressure 148 over 90. 


Course.—Gradual decline with loss of weight, in- 
crease in severity of lesions except after high tempera- 
ture as mentioned; died September 13, 1927. 


Laboratory—On admission urine negative; red blood 
cells, 3,970,000; white blood cells, 5800; hemoglobin, 
60 per cent with polymorphonuclears 65 per cent, 
lymphocytes 22 per cent, and eosinophils 11 per cent; 
central pallor of red blood cells. Stool negative. The 
white blood cells varied from 5800 to 13,850 through- 
out the course. The urine showed albumin very faint 
trace the first two months, then granular casts for 
the rest of the illness. The red blood cells went 
down to 2,440,000 three months after admission 
but averaged around 3,500,000. The hemoglobin did 
not go below 60 per cent. Wassermann negative; 
blood cultures, all six negative, including one at height 
of fever and two days later. Sputum negative for 


acid-fast bacilli, Electrocardiogram showed sinu- 
auricular tachycardia. 
Temperature—April 12 (admission) to 30 aver- 


aged 36.8 to 38; April 30 to May 3, 38 to 43.7; 
from then until discharge varied from 36.5 to 39 with 
one rise to 39.5. Pulse: 80-110 per minute with gen- 
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eral average of 100 except at highest fever when it 
went to 140. Respirations: general average 25. 


Course—For sixteen days after admission patient 
had been running a temperature of 36 to 38 degrees 
with only afternoon or evening rises. He had re- 
ceived as drug therapy, only sodium cacodylate every 
other day, for a total of seven injections intra- 
muscularly. He had two doses of x-ray therapy 
seven days apart, the second one administered the 
day before the temperature rise started. Tincture of 
digitalis was started the day of the rise in temperature. 
On April 28th, he complained of itching all over his 
body, and inability to sleep. The next afternoon he 
had a severe chill, pain in his joints and a sleep of 
four hours; this was followed by a second chill, after 
which he went to sleep for the night. On the 30th, 
he complained of pain in the lumbar region, loss of 
appetite and malaise, but he slept most of the night. 
In the morning of the first of May he had another 
chill, flatulence, stupor or sleep until 9:30 P. M. He 
then woke up and was semi-delirious until 2 A. M., 
when drug and intravenous therapy caused him to 
sleep the rest of the night. 


The temperature data for the period April 29th to 
May 3rd included: 


April 3a.m. Ta.m. lla.m. 3p.m. 7p.m. 9p.m. 12m. 
29 37.4 36.4 37.4 37.8 40.6 7 
30 37.4 37.2 37.6 39.0 40.0 
May 
1 38.4 37.8 37.6 40.2 42.0 43.7 38.2 
2 38.2 38.0 39.0 40.2 40.4 
3 37.8 39.6 39.8 39.4 40.0 


The patient was semi-delirious for twelve hours 
following the high fever of May first. For several days 
he would lapse into frequent spells of delirium. Some 
days later, and from that time on, he could not recall 
any of the events taking place on the 30th and Ist, 
except a vague remembrance of a “lot of excitement 
and people running around with thermometers.” It 
will be noticed from the paragraph above that he 
was conscious most of the time in the hours of his 
hyperpyrexia, and fairly rational. He felt a good deal 
of relief from his intense itching and pain at this time, 
and for two weeks afterwards there was a marked 
improvement in his skin lesions. Then decline began 
and four months later the patient died. 

University of California Hospital. 
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DISCUSSION 


ProFessor CHAUNCEY LEAKE (University of California 
Medical School, San Francisco).—General clinical ex- 
perience in recognizing the beneficial aspects of mod- 
erate fever in an acute infectious process has been 
rationalized through the interesting studies of Bar- 
bour. It is interesting to observe that three hundred 
years ago, in the first publication ‘of his demonstra- 
tion of the circulation of the blood, William Harvey 
implies that fevers are clinically helpful to the patient. 
The successful employment of Cinchona bark in 
combating the symptoms of malarial fever—one of 
the most striking aspects of which is the marked 
reduction of the fever—apparently turned the atten- 
tion of the medical profession away from Harvey’s 
implication. Efforts were continually made for many 
decades to find the same type of agents for lowering 
fever in general. 

With the rise of organic chemistry during the nine- 
teenth century, this search led to the development of 
the coal tar antipyretics, which were first introduced 
as substitutes for quinin. Their general success in 
lowering fever delayed, until comparatively recently, 
the acceptance of the opinion that an ordinary fever 
reaction is of benefit to an individual in an acute 
infectious process. 

It seems now to be generally recognized that, unless 
a fever rises too rapidly and to too high a point, the 
antipyretic doses of certain fever reducing chemical 
agents should not be employed because of the danger 
of leading to fatal collapse. The developing studies 
in colloidal chemistry should lead to a much better 
understanding of the factors involved in fever pro- 
duction, and in the mechanism by which antipyretic 
drugs act. The work of Woodyatt and Barbour indi- 
cates the significance of water in these processes. 
Apparently the provocative poison in an acute febrile 
reaction leads to cellular changes which result in the 
colloid materials of the cell binding more water. Re- 
moving free water from the blood reduces the blood 
volume, resulting in a shunting of blood from the 
periphery to the internal organs. The skin becomes 
cooler which stimulates the nervous reaction against 
cold, further exaggerating the process of vasocon- 
striction and blood concentration. The effectiveness 
of the antipyretics has been shown by Barbour to be 
due to their ability to draw water from the tissues 
into the blood and, thus, to lead to a more normal 
water balance between blood and tissues. This makes 
it possible for heat to be lost through evaporation 
from the skin and the lungs. The recognition that 
water is the central factor in the regulation of body 
heat is of fundamental importance in the understand- 
ing of the factors involved.in hyperpyrexia and the 
use of antipyretics. 

The case reported by Doctor Behneman is extra- 
ordinary in the rapidity and extent of the rise in 
temperature. If the fever reaction is involved in the 
development of immunity, and if the skin is the sig- 
nificant organ in this process, Lusk’s dictum takes 
on added interest: “The organism preserves the 
tropical temperature of its cells at the expense of a 
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metabolism which is proportional to the skin area 
of the individual.” 
® 


Newron Evans, M. D. (College of Medical Evangel- 
ists, Los Angeles)—The report by Doctor Behne- 
man is of much interest because of the unprecedented 
high temperature followed by recovery and because 
of the subsequent marked clinical improvement which 
may have been due to the hyperpyrexia. It presents 
opportunity for discussion of the relation between 
temperature elevation and the reaction of the body to 
infection and the immunity reaction. 

Direct clinical observations upon patients with 
severe infections and high temperatures do not yield 
evidence for final conclusions on the question of the 
value of fever or the usefulness of antipyretic meas- 
ures in treating infectious disease. The fact that cer- 
tain overwhelming infections are not accompanied 
by a rise but by subnormal temperature and the evi- 
dence of such cases as the one here reported, sug- 
gest that the influence of the febrile reaction is a 
beneficial one. 

On the other hand, the conception that the fever 
in itself is a direct effect of the pathogenic agent or 
possibly a noxious influence in the disease process 
has led to the devising of means intended to combat 
it. Experience in the employment of the two prin- 
cipal classes of these antipyretic agents has led to the 
generally accepted conclusion that the effects of the 
coal tar derivatives are not on the whole favorable, 
while those of judiciously applied hydrotherapeutic 
measures are entirely helpful. To conclude that the 
reduction of temperature produced by this latter 
means is the factor of importance in its beneficial 
influence is not necessarily correct. It is probable 
that more help is accomplished by its tonic effects 
upon the nervous system, the circulatory system, and 
upon metabolism. 

Reported experiments upon animals and in vitro 
throw light upon the question. The general con- 
clusion from these has been that the formation of 
antibodies is favored by artificially maintaining the 
body temperature at abnormally high levels, and that 
certain immune reactions take place more readily and 
completely in the test-tube at the higher temperature 
than at normal body temperature. Again, the fact 
that numerous pathogenic bacteria are inhibited in 
their growth by fever temperatures would fit into 
the picture of the beneficial effects of fever. 

The experimental facts lead to the conclusion that 
maintaining the body temperature at a high level 
for prolonged periods is not in itself harmful to the 
body, but that such temperatures favor the immune 
reactions. One is justified, therefore, in maintaining 
that a moderate degree of fever is beneficial and 
should not per se be combated. 

If one should attempt to define the limit of tem- 
perature beyond which, if possible, fever should not 
be permitted to rise, probably 104.5 F. or 105 F. 
should be regarded as the extreme limit. 


® 


Doctor BEHNEMAN (Closing).—The therapeutic pen- 
dulum has most assuredly swung away from the use 
of antipyretic drugs, in the recent past. Their use 
in hospitals has almost been abandoned, and even- 
tually we hope the laity will learn of the damage that 
lurks in coal tar products. The rapid rise of shock 
therapy, wherein the desire is to create a pyrexia, is 
justifiable physiologically and is universally on the 
increase. The malarial treatment of paresis is a 
marked example; the use of sterile milk and typhoid 
organisms is of proven merit. It is upon this prin- 
ciple that diathermy is of such great benefit in bring- 
ing a “local pyrexia” to definite regions of the body. 
As usual, in our fundamentals of therapy we even- 
tually revert to nature’s own protective phenomena. 


Coronado Meeting Reservations.—Early reservation 
at Hotel del Coronado by northern members is urged 
by the Committee of Arrangements. 
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TRAINING OF ANESTHETISTS IN 
GREAT BRITAIN* 


By Cratre Matong, M.D. 
San Francisco 


ie has been interesting to me, a stranger com- 
ing to the United States, to observe the differ- 
ence in training and methods in the specialty of 
anesthesia in the United States, in Great Britain, 
and Europe. 


ADMINISTRATION LIMITED TO PHYSICIANS 


In Great Britain the specialty is mostly in the 
hands of men physicians—it is, of course, strictly 
illegal for anyone other than a registered physi- 
cian to administer an anesthetic. In Kings Col- 
lege Hospital of the University of London, none 
of the anesthetic staff were women, but of course, 
with the increasing number of women now enter- 
ing the profession, they are also entering the spe- 
cialty of anesthesia, and it is becoming less rare 
in England to see women on the anesthetic staffs 
of the various hospitals. Training in anesthesia 
is very thorough and interesting, and students are 
very proud of their attachment to the anesthetic 
unit—membership of which is proclaimed to the 
world by attaching tongue forceps (which are 
never used) to their coats. 

In the large London hospitals and training 
schools most of the work done is what is called 
in America “clinic work.” To each of these hos- 
pitals is attached, as is here, a staff of physicians, 
surgeons, and specialists, and all their work done 
in these hospitals is absolutely free. 


TRAINING OF STUDENTS 


The students are assigned to work in groups, 
each group forming a unit—surgical, medical, 
obstetrical units, and so on. 

A surgical unit consists of first, the surgeons 
and anesthetists equal in power and authority; 
second, the surgical residents; third, the house 
surgeons, and then the students, a group of usually 
four to six. On the whole, counting in the general 
gynecological and specialist surgery, students are 
eighteen months on different surgical units, and 
during this time all the anesthetics are given by 
the students, under the direct supervision of the 
various members of the anesthetic staff of that 
unit. 

Service is in strict rotations from an alpha- 
betical list hung up in the dressing rooms. As the 
surgeons of a unit operate at least three after- 
noons a week, doing from four to five major 
operations each afternoon, each student gives a 
goodly number of anesthetics during these eigh- 
teen months. 

At 4;30 on the afternoons in the week (usually 
three) when our unit covered the casualty depart- 
ment, we were responsible for the minor opera- 
tions performed every afternoon at that time in 
this department. These minor operations include 
removing nails, sebaceous cysts, lipomas, opening 
infected fingers, arms, etc. The operations are 





*Read before the Anesthesiology Section, California 
Medical Association, at its Fifty-Seventh Annual Session, 
April 30 to May 3, 1928. 
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performed and the anesthetics given by the stu- 
dents under the supervision of the chief surgical 
resident, a man of some years’ graduation and 
experience, and of the resident anesthetist. 

For the short operations we gave nitrous oxid. 
Our duties on the anesthetic unit did not begin 
and end in the operating room—they began with 
the preoperative examinations of our patients, his 
preoperative medication, the subsequent adminis- 
tration of the anesthetic, and ended after his safe 
return to bed and observation of his postoperative 
condition. All this, as well as his behavior during 
anesthesia and operation, and the quality and 
quantity of anesthetic used were entered in the 
anesthetic records of the operating room. 


SPECIAL INSTRUCTION 


During this time we had lectures from the staff 
on the pharmacology, physiology, mode of action 
and administration of anesthetics. We were well 
examined in such things during our contact with 
our teachers in the operating room. 

I may add that of course the students never 
gave an anesthetic except under the direct super- 
vision of the staff. At our examinations for our 
university degrees we were questioned both in our 
written and our practical examinations on anes- 
thesia. I remember when I took my membership 
of the Royal College of Surgeons of England, 
being very carefully examined in all of the practi- 
cals on anesthesia. 

A physician who wishes to specialize in anes- 
thesia when he has taken his degrees obtains a 
post in one of the hospitals as assistant resident 
and after six months’ service is made resident 
anesthetist. In this way he gains further very 
useful experience and has as an added advantage 
the presence of the honorary anesthetists, as we 
called our staff, to help and advise him in his 
difficulties. He comes in contact, too, with the 
surgeons who, when he branches‘out for himself, 
will give him their private work to do. 


ANESTHETICS USED 


To the anesthetics used in Great Britain, I will 
refer only briefly. Chloroform is very rarely used. 
I saw it given a few times; each time by our chief, 
and the student whose turn it was stood by and 
watched. 


Ether is mostly used in the big training hospi- 
tals. Here the patients are the very poor, the hos- 
pitals are not well off either, and gas and oxygen 
is comparatively expensive. 

Gas and oxygen is being increasingly used, 
gas, oxygen, ether sequence, particularly. In our 
minor surgery nitrous oxid was used, and very 
often used alone. Everything was ready for quick 
operative procedure; the patient was given pure 
nitrous oxid until deeply cyanosed when it was 
stopped; the mask removed, the operation per- 
formed, and never with any fatality. 


Ether is, however, the most largely used anes- 
thetic, with gas and oxygen a good second. Ether 
is given by both the open and closed methods; for 
the latter, Glover’s or Shipway’s apparatus is 
used. 

Saint Luke’s Hospital. 
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BACILLUS DYSENTERIAE* 


SOME OBSERVATIONS ON A CALIFORNIA 
STRAIN 


’ 


By Jeanne Lommet, M.D. 
San Francisco 


[TY America, cases of dysentery due to the bacil- 
lus of Sonne (see Group 3 in later classifica- 
tion) have not attracted the attention of the 
clinicians, probably due to the fact that the clini- 
cal manifestations are not very marked and that 
a bacteriological diagnosis is frequently not at- 
tempted. During the past twelve years the bacillus 
of Sonne has been observed in various countries. 
After the first publication of Sonne,’ d’Herelle * 
isolated the organism in France ; Thjotta * in Nor- 
way ; Oehnell * in Sweden; Mita® in Japan; Pat- 
terson and Williams * in Australia; Smith’ and 
Channon * in England, the latter from a patient 
who had contracted dysentery in Egypt. It is 
quite probable that carriers of this organism have 
also reached this country. 


A CALIFORNIA STRAIN 


A strain has been recently isolated in this lab- 
oratory from a child at the University of Cali- 
fornia Hospital. The patient gave no previous 
history of illness, but on admittance presented for 
a few days mild diarrhea with blood and mucus 
in the stool. Another child in the same family 
had identical symptoms. It is of interest that a 
relative, returning from Norway, had had re- 
peated slight attacks of dysentery shortly before 
the grandchildren became ill. 

Specimens of mucus plated on eosin methylene 
blue agar revealed numerous colonies of non- 
lactose fermenting Gram-negative bacilli which 
were not agglutinated by a polyvalent antidysen- 
teric serum (English type strains, Andrews and 
Inmann).° 


CHARACTERISTICS OF THE CALIFORNIA STRAIN 


A more detailed study was therefore under- 
taken. The organism, designated Hin., is a non- 
motile, nonsporulating Gram-negative rod, which 
does not liquefy gelatin, coagulates brom cresol 
purple milk after three days, gives negative 
Voges-Proskauer and methyl red reactions, fails 
to blacken lead acetate agar, and produces no 
indol in peptone water. It forms acid but no gas 
in glucose, levulose, mannite, l-arabinose, galac- 
tose, mannose and maltose; and fails to ferment, 
even after three weeks’ incubation, the following : 
lactose, saccharose, dulcite, adonite, inosite, inulin, 
salicin, and xylose. 

The strain is not agglutinated by the following 
antidysenteric sera: Shiga, Hiss, Flexner and 
polyvalent. After riumerous subcultures on agar 
and in gelatin, the same results were obtained. A 
serum prepared on rabbits with the bacillus Hin. 
had a titer of 1:4000 for the homologous antigen 


*From the George Williams Hooper Foundation for 
Medical Research, University of California Medical 
School, San Francisco. 


+ Belgian Exchange Fellow C. R. B. Foundation. 
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and a titer of 1: 2000 for a strain of paradysen- 
tery Sonne No. 31 obtained from the national 
type culture collection, but no reactions with rep- 
resentatives of the colon-paratyphoid dysentery 
group. It is, therefore, serologically and cultur- 
ally identical with the strain “Sonne.” A serum 
titer (1: 4000) prepared with the type strain Sonne 
No. 31 agglutinated the Hin. to the titer limit. 
In the absorption tests the same specificity was 
observed. The antiserum Hin. absorbed with 
either the Sonne strain or the homologous antigen 
lost its agglutinins for both. The antiserum Sonne 
behaved in the same manner. Complement fixa- 
tion tests with saline suspensions also showed that 
the strain Hin. was identical with the type Sonne. 


The Hin. culture is weakly pathogenic for rab- 
bits. In order to prove that the stability of the 
cultural and the serological characteristics are not 
altered by animal passage, three rabbits (approxi- 
mately 2 kilograms in weight) were injected intra- 
peritoneally. One animal which had received five 
agar slants succumbed to the infection. The in- 
fected bacteria were found in the bile, the liver, 
the spleen, the small intestine, and the mesenteric 
lymph nodes, but not in the heart blood. The 
isolated strain exhibited the same biochemical and 
serological reactions as the parent culture. 


CLASSIFICATION OF THJOTTA 


Thjotta,* studying serologically a great number 
of dysentery strains, proposed the following 
classification : 

Group 1: The Shiga type (nonmannite fer- 
menting, toxic type). 

Group 2: The Flexner, Strong and Y types 
(mannite fermenting, atoxic type, pseudodysen- 
tery bacilli, Sonne’s Groups 1 and 2). 


Group 3: Group 3 of Sonne (the new member 
of the mannite fermenting types). 


COMMENT 


The strain Hin., isolated in San Francisco, has 
the cultural and the serological characters of 
Group 3, corresponding also to the Group 3 of 
Sonne. Its biochemical characters also are the 
same with the exception that saccharose is not 
fermented. 

Hooper Foundation, University of California. 
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THE LURE OF MEDICAL HISTORY 


MALPIGHI AND LEEUWEN HOEK 
The Early Microscopists 


By Wiuu1Am Dock, M.D. 
San Francisco 


ALTHOUGH magnifying lenses have been 

found in the ruins of Nimrod’s palace at 
Nineveh, it was not until the seventeenth century 
that anything like a microscope was used. The 
inventor’s identity is uncertain, but Hans and 
Zacharias Janssen (1608) and Cornelius Drebbel 
(1621), all Hollanders, are the earliest proved 
claimants of this honor. The first microscope was 
a pair of lenses with a device to hold it at a fixed 
distance from the object to be examined. These 
toys were known as “vitra pulicaria,” or flea 
glasses, from the objects most frequently viewed 
in their day. Modifications of this simple device 
made possible the biology and medicine of today, 
for the microscope is incomparably the most im- 
portant and fruitful instrument which man has 
built to study himself and his environment. 

We know nothing of the microscopes used by 
Malpighi; they may have been only simple lenses 
held in the hand, but Leeuwenhoek’s twenty-six 
microscopes, bequeathed to the Royal Society, 
were arrangements by which a small lens, cen- 
tered in a silver plate, was held over the object, 
fixed at a proper distance by a simple set of brass 
screws and plates. With such rude ships did these 
pioneers explore a new world, and we are aston- 
ished by the thoroughness of their exploration and 
the accuracy of their reports and charts. 


Their lives are of true scholarly simplicity ; 
they lived, saw, wrote and died. Marcellus Mal- 
pighi, born in 1628, graduated at Bologna in medi- 
cine, with a thesis on Hippocratic medicine (then 
unpopular because of the rise of iatromathematical 
and chemical schools). He soon had a chair at 
Bologna, and here he lived, practiced and studied 
most of his life. The more remunerative positions 
at Pisa and at Messina he held for three and 
four years each, returning because of poor health, 
and his last three years were spent in Rome as 
physician to Pope Innocent XII. Tradition makes 
him a rather unsuccessful practitioner, but the 
facts seem to have been otherwise. The quiet of 
his life was somewhat troubled by debates with 
his early teacher, Borelli, and a family feud with 
the Sbaraglia. The kind and gentle physician 
never enjoyed good health and his death at sixty- 
seven cut short a life of great accomplishments. 

Anthony van Leeuwenhoek was neither a uni- 
-versity man nor a physician, but a modestly edu- 
cated son of a well-to-do family in Delft, near 
Rotterdam. He was well founded in mathematics, 
and at sixteen was bookkeeper for a clothier in 
Amsterdam. At twenty-two he married and re- 
turned to Delft. He undoubtedly had a com- 
fortable income from the family breweries and 
perhaps was engaged in trade; for the last thirty- 
nine of his ninety-one years he was on the 
town books as chamberlain (in modern parlance 


MALPIGHI, LEEUWEN HOEK—DOCK 


Plate 1.—The development of the chick embryo and its 
cardiovascular system, an illustration of Malpighi’s letter 
to the Royal Society of London, De Formatione Pulli in 
Ovo. From the Royal Society edition of the collected 
works, 1686. 


janitor) of the council hall, at a yearly salary of 
$126. This was probably an honorary position 
with no actual duties involved. We know little 
of his life and nothing of how he came to micros- 
copy, save that he had industry and curiosity. 
The 237 microscopes he made attest not only his 
energy, but a rare degree of mechanical and 
optical skill. He was honored by his fellow citi- 
zens and foreign societies, and was visited by 
Peter the Great, Czar of All the Russias. He died 
in 1723, and was buried in the Reformed Church 
in Delft, where rested the bones of Admiral van 
Tromp, who had swept the British fleet from the 
narrow seas. 

These were quiet unadventurous lives, but the 
leisure hours of both men were given to such 
adventures, such novel and exciting worlds as no 
Magellan or Pizarro ever attained. They crossed 
the divide which had separated the visible from 
the invisible, and wandered far and wisely in the 
vast region thus revealed. Their adventures are 
recorded in letters to friends and to the young 
and vigorous Royal Society in England. To this 
society, Leeuwenhoek sent 375 letters, the first 
submitted by De Graaf in 1673, seven years before 
the microscopist’s election. Malpighi sent his first 
paper to the society after being made a member 
in 1668. More learned than his younger Dutch 
fellow member, his contributions are less chatty, 
less speculative; more the accounts of a pros- 
pector than of a traveler. His skill in devising 
experiments and constructing instruments was 
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less, but he began the study of the structure of 
organs, and his accounts of the pigmented layer 
of the skin, of the glandular structure of the liver, 
and of the structures visible in: the spleen and 
kidney, were accurate and have left his name 
firmly linked with the histology of these tissues. 
He also studied the structure of silkworms, of 
plants (recognizing their sexual differentiation 
and the significance of growth rings), and of bone, 
teeth, brain and lung. He founded the science of 
embryology by his serial observations on the de- 
velopment of the chick. Of final importance, he 
first saw, described and recognized the signifi- 
cance of capillaries, those minute passages from 
artery to vein which Harvey postulated, but never 
seemed anxious to demonstrate. To the physician 
of the day, unimpressed by all this impractical 
delving, he demonstrated that the clotting of blood 
and the formation of plastic exudates in the pleura 
were similar phenomena and the mural thrombi 
in heart and vessels were formed from clots, and 
were not animal parasites or polyps. 


Leeuwenhoek’s observations, more minute and 
continued over twice as long a period due to 
Malpighi’s early death, include an enormous 
sweep—hacteria, plants, insects, fishes, mammals, 
and man. He also made numerous observations 
out of the microscopic realm on digestion, per- 
spiration, magnets, calculi, and the like. The alka- 
loids in tea, the insects of the cochineal, then an 
important dye, the striations in muscle, the layers 
of the gut were first seen by him. He studied 
sheep flukes, and spermatozoa from every animal 
he could, including bees and whales. They had 
been seen before, but he recognized their true 
character and importance in generation. He 
studied the animalculae of the furred tongue and 
the squamous cells of the skin, but took particular 
delight in the rich bacterial flora of the gums and 
teeth. 


He was not the first to see the corpuscles of 
blood, but he first succeeded in seeing the blood 
stream, dividing into more and more minute ves- 
sels until it reached capillaries admitting only cor- 
puscles in single file, complete the trip from artery 
to vein. This was seen in the tadpole’s tail; in 
seeking this goal he had tried the cock’s comb and 
gills, the rabbit’s ear and the bat’s wing. Having 
succeeded he made many observations, particularly 
on eels’ tails, and saw the blood corpuscles change 
color in the capillaries, was astonished by the vas- 
cular reactions to bruise and to vessel obstruction, 
and finally saw anastomoses open up around the 
occluded vessel. - 

The Royal Society published the collected works 
of both of these microscopists during their life- 
time and it is a pleasant lesson in the unity of 
science that the shrewd and busy Englishmen so 
quickly appreciated the value of these observa- 
tions. We can imagine the delightful meetings at 
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_ Plate 2.—The flea’s leg, as seen by Leeuwenhoek. This 
is part of a plate of excellent drawings, illustrating the 
finer anatomy of the flea and its development from the egg 
through larval stage to adult form. Fig. 6 is the pupa of 
the flea; 17 and 18 are details of the larval structure; 
19, of the fertilization of the female flea, M. L. K. From 
the Letters to the Royal Society in London, Dutch Edition, 
Volume IV, Delft, 1694. 


which were read the cautious reports of the 
Italian and the naive and enthusiastic observations 


of the Hollander. What could have been more 
human than his account of the flea’s leg? He re- 


‘cords that when he, who had been only moder- 


ately surprised by his many strange discoveries, 
looked first at this curious structure, there burst 
from his mouth the words, “Good God, what are 
all the marvels in such a small creature!” 


Stanford University School of Medicine. 


The Physician.—There are men and classes of men 
that stand above the common herd: the soldier, the 
sailor, and the shepherd not infrequently; the artist 
rarely; rarelier still, the clergyman; the physician 
almost as a rule. He is the flower (such as it is) of 
our civilization; and when that stage of man is done 
with, and only remembered to be marveled at in his- 
tory, he will be thought to have shared as little as 
any in the defects of the period, and most notably 
exhibited the virtues of the race. Generosity he has, 
such as is possible to those who practice an art, never 
to those who drive a trade; discretion, tested by a 
hundred secrets; tact, tried in a thousand embarrass- 
ments; and what are more important, Herculean 
cheerfulness and courage. So it is that he brings air 
and cheer into the sickroom, and often enough, though 
not so often as he wishes, brings healing—From the 
Dedication of the “Underwoods”—Robert Louis Stevenson. 
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LATE POSTTYPHOID ABSCESS 
CASE REPORT 


By Ciement H. Arnoip, M. D. 


San Francisco 


HE modern developments in public hygiene, 

immunology and prophylactic health promo- 
tion have placed typhoid fever, with several other 
of the more frequent decimating horsemen of 
death, almost into the limbo of complete forget- 
fulness. 


There are, however, still a sufficient number of 
cases to make further study worth while. 


The case of typhoid abscess herewith reported 
is later in its manifestation than any case I have 
been able to find in the literature which has 
appeared since 1880. 


CASE REPORT 


Mrs. I. H., married, aet. 39; mother of two healthy 
children, presented herself for examination complain- 
ing of a painful lump in her left side which was irri- 
tated by the back of her chair in which she sat while 
operating a switchboard as telephone girl. 


Her only severe illness was in February, 1908, when 
she had typhoid fever for three months without any 
serious complications. At that time she had neuralgic 
pains at the site of her present complaint. These 
ceased with her recovery. Since then she has had no 
other serious illness. 


Five years ago, 1922, she had a slight pain in the 
area under consideration and felt a small lump there. 
Lump was tender. She paid no attention to it as it 
did not increase in size and was not particularly 
uncomfortable. 

Recently, however, October 1927, she noticed that 
it was becoming more painful and she could feel it 
more easily than previously. Examination revealed 
a small hard mass freely movable between the seventh 
and eighth rib in the posterior axillary line on the 
left side. It was tender to palpation and quite deeply 
placed. She was advised to have it removed if it 
caused very much inconvenience during the next week. 
There were no enlarged glands. All laboratory exami- 
nations were negative. A tentative diagnosis of small 


encapsulated posttyphoid abscess was made at the 
time. 


Two weeks later she returned saying that she had 
been confined to bed for a week because of a cold and 
that the mass had increased in size greatly, despite 
frequent hot applications and mustard plasters. On 
examination it was noted to be about the size of a 
large grapefruit and distinctly fluctuant. 


In November, 1927, the mass was incised under gas 
anesthesia and a thick-walled fibrous cystic structure 
opened from which escaped about 400 cc. of greenish, 
bloody, ichorous pus. 

The wound was packed and later irrigated with 
Dakin’s solution, and healed completely without com- 
plications by the first of March, 1928. 


The cystic cavity was apparently unconnected with 
any rib as no exposed or eburnated bony area was 
found, despite careful exploration. 

A pure culture of typhoid bacilli was recovered 
from the pus at repeated examinations. 

The patient’s Widal, blood, urine, and stool were 
consistently negative for typhoid bacilli. 


Quite in keeping with the bone and other tissue 
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CLINICAL NOTES, CASE REPORTS 
AND NEW INSTRUMENTS 


sequelae or complications of the posttyphoid state, the 
Widal, blood, urine and stool cultures were negative. 


COMMENT 


The typhoid bacillus is not infrequently a pus 
producer either alone or in combination with 
staphylococcus or other micro-organisms. Ulcera- 
tion of the larynx is not uncommon during the 
disease, and parotitis is another complication which 
occurs. Otitis media is present in 2.5 per cent 
of all cases according to Keen, and may persist 
long after recovery. Bennet reports two cases 
in one of which the typhoid bacillus was isolated 
from the pus of the middle ear four years after 
recovery from typhoid fever. 

One of the most frequent localizations of the 
typhoid bacillus, both during and after the dis- 
ease is in or about the bones. The organism is 
present in the bone marrow throughout the dis- 
ease, and is characteristically localized there in 
experimental work on animals. After recovery, 
periostitis, necrosis or caries may affect the bones. 

Of these, periostitis is most frequent, and the 
tibia the bone most often affected, after which 
the ribs, sternum and vertebrae may be involved. 
The bone infections may be multiple and last for 
long periods of time. Fogh isolated the bacillus 
from a bone abscess twenty-three years after 
recovery. Others have found it at similar inter- 
vals, though there has been no report of one in 
the soft tissues at such a long interval.°245*78 

Webb-Johnson considers that bone lesions are 
rare during the course of typhoid and may be 
classed as sequels rather than as complications.? 

With the exception perhaps of Fogh’s case," 
and that of Von Bissilick,® the case presented here 
is the oldest posttyphoid abscess noted in the 
literature since 1880. It is rather remarkable that 
the original nodule should not have made itself 
manifest until five years ago, and that its recent 
fulmination should have been provoked by an 
intercurrent illness such as a severe cold. This 
latter consideration would predispose us to seek 
for a secondary invader accompanying the typhoid 
bacillus, but such was not the case as the culture 
was returned pure typhoid in each instance. 

The patient has been well for two months, and 
during healing the secretions from the granula- 
tions were sterile. 

490 Post Street. 
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Fig. 1.—Roentgenogram of carpus 
before operation, showing fracture operation. 
line carpal navicular. 


ISOLATED TUBERCULOSIS OF THE CARPUS— 
ITS DIAGNOSIS AND TREATMENT* 


CASE REPORT 


By Merritt C. Mensor, M. D. 
San Francisco 


iW the past few years, with the advent of better 

roentgenological technique and interpretation, 
injuries to the carpal navicular bone which were 
formerly treated as “sprains” of the wrist are now 
more f requently, properly diagnosed. Our current 
literature often gives reference to fractures of 
this bone and its treatment. But with all this at 
our command, roentgen evidence of fracture is 
often scanty or debatable, and with clinical symp- 
toms pointing to involvement of the navicular 
even with a definite traumatic history, I believe 
isolated inflammatory conditions of the carpal 
bone must be considered in our differential diag- 
nosis. 

After carefully reviewing the literature gf the 
past twenty-five years, I find inflammatory 
processes involving the carpal navicular have been 
reported on three occasions only. 

(1) Wollenberg reported a cyst of the navi- 
cular, ascribing it to a fibrous ostitis, resulting 
in subsequent fracture of the bone. 

(2) Preiser published a series of cases showing 
a posttraumatic rarefying ostitis resulting in spon- 
taneous fractures. 

(3) In 1911 Deutschlander described an iso- 
lated tuberculosis of the carpal navicular. The bone 
was subsequently removed at operation, the wound 
healed well and the patient had an uneventful re- 
covery. 

The foregoing are the only cases quoted of in- 
flammatory processeS involving this bone. 

In view of the rarity of cases reported and the 
difficulty in diagnosis, I believe it to be of interest 
to report the following case of isolated tuber- 
culosis of the carpal navicular with the hope that 


* From the Department of Orthopedic Surgery, Stan- 


ford University Medical School, and the Orthopedic 
Service of Mary’s Help Hospital, San Francisco. 

* Read before the Industrial Medicine and Surgery 
Section, California Medical Association, at its Fifty- 
Seventh Annual Session, April 30-May 3, 1928. 


Fig. 2—Carpus six months after 


Vol. XXIX, No. 5 


Fig. 3.—Carpus 
operation. 


one year after 


recalling to the minds of the profession the possi- 
bility of isolated inflammatory involvement of the 
scaphoid may aid in classifying those occasionally 
chronic, painful wrists that have frequently pro- 
gressed undiagnosed until the pathological in- 
volvement has become widespread and evident. 


CASE REPORT 


J. H., school girl, age 14, entered the surgical clinic 
on July 1, 1926, with a history of having fallen, 
landing on the palm of her right hand, which was bent 
sharply backwards. Immediate pain, swelling and dis- 
ability followed. Routine anteroposterior and lateral 
x-rays taken at this time were negative, but because 
of the pain and swelling, the wrist was splinted. 
Diagnosis, sprain of right wrist. Three weeks later 
the splints were removed and the patient discharged. 

On August 28, 1926 (seven weeks following the 
injury) the patient returned stiil complaining of pain 
in the wrist joint. Because of the persistence of the 
pain she was referred to the orthopedic department 


Fig. 4.—Photomicrograph showing typical tuberculous 
granuloma formation. 
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Fig. 5.—Hand one and a half years after operation 
showing range of motion. 


for examination and advice. 
were elicited: 

Family history, negative. Aside from the usual 
exanthemata of childhood, the only essential point 
revealed in her past history was the fact that eight 
months previous (January 1, 1926) she had been 
under observation in the pediatrics department for 
an acute cough with hemoptysis. X-ray of the chest 
at that time disclosed a pleuritis of the right base. 
There was no evidence of effusion; repeated sputum 
examinations were negative for tuberculosis; and 
x-ray taken three weeks later showed the chest nega- 
tive and the apices clear. There had been no cough or 
pulmonary symptoms since and patient was apparently 
in excellent health. Physical examination on entering 


The following facts 


the orthopedic service was negative aside from the 
condition of the navicular bone. 

Examination of the right wrist showed no gross 
deformity or change. There was localized tenderness 
over the navicular; no swelling, increased heat or 


skin changes.. Because these are typical findings in 
fracture of this bone and because of the definite trau- 
matic history and continued pain, the patient was 
sent for special x-ray studies of the navicular. These 
were absolutely negative. The wrist was immobilized 
in a plaster of Paris splint, with the hand in dorsi 
flexion, with immediate relief of symptoms. 

One month later (September 18, 1926) limitation 
was still present with definite muscle spasm. The 
findings were negative for local heat or abnormal 
swelling. At this time the whole carpus seemed to 
be involved, the process characterized by rather gen- 
eralized sensitiveness. I formed the impression that 
this probably was an infectious arthritis. On this 
basis further x-rays were taken which were negative, 
and a thorough search for foci of infection carried out 
without results. Blood Wassermann was negative and 
gonococcic infection was excluded. Immobilization in 
the plaster splint was continued. The patient was 
watched closely with apparently no change in either 
the pain or the physical findings. This condition con- 
tinued until October 28, 1926 (four months after the 
initial trauma), when x-rays showed a definite irreg- 
ular “fracture” line through the middle of the navi- 
cular. We were nonplused and unable to understand 
why this fracture had not previously been demon- 
strated. After reviewing the earlier films we con- 
cluded that owing to the technical difficulties of 
obtaining pictures of the navicular due to its contour 
and position, the fracture had been present, but had 
not been demonstrated in the picture. My former 
impression of an infectious arthritis was again con- 
sidered, but the picture revealed nothing of this nature 
and I believed that had this been an early arthritis 
of the carpus after four months we should have seen 
some photographic evidence of it. The diagnosis 


CASE REPORTS 


337 


of fracture of the carpal navicular was therefore made 
and an operative removal of the bone suggested. 

Operation—On November 4. 1926, under gas and 
ether anesthesia the wrist joint was opened by the 
usual dorsal incision. As the extensor tendons were 
retracted we encountered a hypertrophic gray thick- 
ened synovia over the joint. This was incised and 
about five c.c. of thick creamy pus exuded through 
the opening. Cultures were taken and a portion of 
the abnormal synovia sent to the laboratory for 
examination. The navicular was then exposed. A 
definite break in its continuity was observed, the 
proximal third appearing soft and friable. The por- 
tion of the degenerated bone was then: freed of its 
attachments and removal attempted, but because of 
its consistency it was necessary to remove it in sev- 
eral pieces. The wound was closed in layers without 
drainage and the wrist immobilized in plaster in dorsi 
flexion. 

Laboratory Examination—(1) The pus, innoculated 
in a guinea pig, proved to be positive for tuberculosis. 
(2) Examinations of the synovia and a portion of the 
navicular bone by Doctor Marquez of the Mary’s 
Help Hospital pathology laboratory showed a typical 
tuberculous granuloma. Another portion was sent to 
Dr. Leonard W. Ely of Stanford University Medical 
School, who confirmed Doctor Marquez’ diagnosis. 

Postoperative Course—Patient was afebrile during 
her sojourn in the hospital. Two weeks later the 
plaster was bivalved and the wound found to be healed 
per primum. From this date until March, 1927, (four 
months) the immobilization was continued and the 
patient constantly given local and generalized helio- 
therapy. The plaster was then removed and she was 
given free use of the hand. During the first few 
weeks she complained of some sensitiveness on using 
the hand and we again considered immobilization. 
However, the sensitiveness rapidly disappeared. 

Examination one year following the operation shows 
no deformity of the hand in size or shape. Motion is 
free in all directions. The motor power and mus- 
culature are excellent. There are no symptoms nor 
pain of any kind and the patient is not conscious of 
ever having had any trouble with the member. 

Comment.—(1) Reviewing the case on the basis of 
our operative findings it seems that the fracture shown 
in the last x-rays was probably a pathological one 
resulting from the tuberculous disease of the bone 
and occurred subsequent to the taking of the previous 
roentgenograms. 

(2) Although isolated tuberculosis of the carpal 
navicular is rare it shOuld nevertheless be considered 


Fig. 6.—Comparison of operated and un- 
operated wrists one and a half years 
following surgery. 
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and every effort made to diagnose and treat it in its 
early stages before it has spread to the other carpal 
bones, since general involvement gives at best, a poor 
prognosis and a stiff wrist. 

(3) From’the results obtained in this case and those 
reported by Deutschlander it seems entirely com- 
patible even in the presence of free pus to remove a 
carpal bone that has an isolated tuberculous focus, with 
subsequent eradication of the disease and the produc- 
tion of a normally functioning wrist. 

490 Post Street. 


FLUOROSCOPIC EXAMINATION OF THE 
PARANASAL SINUSES* 
SOME CLINICAL NOTES 


By Ropert A. Powers, M. D. 
Palo Alto 


IS lung infections, sinus disease is of frequent 

occurrence. For the past year it has been my 
practice to fludroscope the sinuses in all cases of 
respiratory infection. In fifty-six cases I have 
made radiograms as a check on the accuracy of 
the fluoroscopic findings. 

Fluoroscopy of the sinuses is not an exact 
method of examination and in no sense is in- 
tended as a substitute for radiography. It is sim- 
ply a preliminary survey which often points to the 
necessity for a radiographic examination. That 
the procedure is well worth while is, I think, at- 
tested by the fact that many of our medical men 
who have been getting radiographic reports with 
the notation, “There is fluoroscopic evidence of 
sinus pathology,” now accompany the chest re- 
quest with one for sinus examination as well. 

There is nothing new in the method of proce- 
dure. A good fluoroscopic bucky grid and good 
accommodation of the eyes are essential. The an- 
trums can be examined in positions corresponding 
to the Waters and Granger positions by elevating 
and lowering the patient’s chin. In the Granger 
position a good idea of the density of the antrums 
can be obtained by rotating the head from side to 
side. By rotating the head tle ethmoid cells can 
be projected into the orbit, and gross density in 
this region is usually apparent. By elevating the 
chin and opening the mouth the sphenoid sinuses, 
if large, can sometimes be seen, but one jis usually 
in doubt as to their relative density. The frontal 
sinuses can hardly be outlined at all. 

Gross antrum densities are usually quite readily 
seen. As.a rule one cannot differentiate exudate, 
granulations and sclerosis. Marginal thickening 
can often be seen. A large single polyp usually 
stands out quite distinctly. I have seen no fluid 
levels on the fluoroscope. 

Most of the examinations were made on young 
people with a recalcitrant chronic bronchitis. A 
large percentage were university students with 
stubborn respiratory infections. A surprisingly 
large number were found to have gross sinus in- 
fection. The cases were not entirely consecutive. 
An attempt has been made to determine what 
value (if any) there is in the use of the fluoro- 
scope in looking for unsuspected sinus pathology 
during the routine screen examination of the chest. 

Of fifty-six cases examined by both screen 

* Read before the Radiology Section, California Medical 


Association, at its Fifty-Seventh Annual Session, April 30 
to May 3, 1928. 
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and plates, sinus disease was suspected in forty- 
four fluoroscopies and present radiographically in 
thirty-three. In eleven cases sinus pathology was 
suspected on the screen and not present on the 
plate. Poor accommodation of the eyes was prob- 
ably responsible for most of these positive errors. 
Not a single case of gross antrum pathology 
showed negative on fluoroscopic examination. 

The classes of cases examined and the percent- 
age of positive sinus infections were as follows: 

Of thirty-seven cases of acute and chronic bron- 
chitis twenty-one showed positive sinus infection. 

Of ten cases of suspected tuberculosis four showed 
sinus pathology. 

Two out of two cases of bronchopneumonia showed 
antrum infection. 

Of two postpertussis cases one showed antrum 
involvement. 

One case of pleurisy had negative sinuses. 

One case of Hodgkin’s disease showed extensive 
sinus involvement. 

One case of lung infarct showed antrum infection. 


An analysis of the tabulated results in this small 
series brings into emphasis two important clinical 
points : 

1. A fluoroscopic examination of the chest 
should be accompanied by a fluoroscopic survey 
of the paranasal sinuses (where a radiographic 
examination of the latter is not intended). 

2. Sinus pathology should be searched for in 


all cases of respiratory infection. 
Medico-Dental Building. 


PERFORATING EYE INJURIES OF YOUNG 


CHILDREN 
REPORT OF THREE CASES* 


By Frank H. Ronin, M.D. 
San Francisco 


RECENTLY we reported three cases of injury 

to the eyeball by air guns and sling shots.* 
Perforating injuries to the eyeball of children are 
more tragic because they occur in very young 
children, are usually complicated by traumatic 
cataracts, and often result in the loss of the in- 
jured eye. This is well illustrated by the following 
three cases. 


CASE REPORTS 


Case 1, Injury of Right Eye by Butcher Knife—Trau- 
matic Cataract—Iridocyclitis—Enucleation—K. F., a girl, 
age six years, seen August 31, 1926, had received an 
injury to the right eye by a butcher knife that day 
while playing with her sister, who thrust the knife into 
the eye. Right eye intensely inflamed. There was a 
corneal cut, which had already closed, with prolapsed 
iris incarcerated in the wound. The cut extended from 
the center of the pupillary area, vertically downward, 
through the sclerocorneal margin and for a few milli- 
meters into the sclera. Pupil was small and eccentric 
downward. No anterior chamber. Lens was milky 
and there had been escape of vitreous humor through 
the sclerocorneal cut. Under general anesthesia the 
prolapsed iris was excised. The patient received 5 cc. 
of milk parenterally, which was repeated three days 
later. 

Two weeks later the examination showed a vertical 
linear corneal scar with iris tissue incarcerated in it 
(leukoma adhaerens). Pupil was small and irregular. 
A traumatic cataract was present. Eyeball was soft 
and free of tenderness and injection. 

Examination two months later revealed the iris to 


*From the Division of Ophthalmology, Stanford Uni- 
versity Medical School. 
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Fig. 1 (Case 3).—Appearance of the left eye showing the 
traumatic cataract with the corneal scar. The iris is cut 
through its width with the lower part of the cut iris in- 
carcerated in the corneal scar (leukoma adhaerens) and 
the upper part adherent to the anterior lens capsule (pos- 
terior synechia). 


be adherent to the corneal scar, obliterating the pupil. 
Eyeball was quiet and soft. 

The child was next seen on March 8, 1928, nineteen 
months after the injury. According to the parents 
the eye had been free of any discomfort till four days 
previously, when it became very painful. Examina- 
tion of the right eye showed marked photophobia 
and blepharospasm. The eye was blind. There was 
intense circumcorneal injection. The iris was atrophic 
and incarcerated in the vertical corneal scar and the 
anterior chamber was obliterated. The cornea was 
bullous, with vessels invading into it from the sclero- 
corneal margin. The left eye, with the exception of 
being sensitive to light, was otherwise normal. 

The right eye was enucleated on account of blind- 
ness and pain. 


Case 2. Injury of the Left Eye by Knife—Traumatic 


Cataract—Obliteration of Pupil—G. S., a girl, age three 
and one-half years, seen February 3, 1927, had cut 
her left eye with a knife the previous day while play- 


ing in the kitchen. Examination of the left eye re- 
vealed a ragged cut starting in the bulbar conjunctiva, 
about 5 mm. from the sclerocorneal margin, at nine 
on the clock dial, and extending vertically in the 
cornea for about 9 mm. The pupil was small, 3 mm. 
in diameter, and eccentric toward the nasal side. A 
traumatic cataract was present and the anterior cham- 
ber was very shallow. The iris at the nasal end of 
the wound was incarcerated in the cut. The patient 
received 2 cc. of milk parenterally. Atropin, 4 per 
cent, was instilled. Two days later the pupil was 
dilated to 6 mm. and was eccentric nasally. There was 
a gradual improvement. 

Two months later the eye was quiet. The iris was 
drawn into the corneal scar obliterating the pupil. 

Case 3. Injury of the Left Eye by Scissors—Traumatic 
Cataract——C. O., a boy, age five years, seen first on 
March 20, 1928, had received an injury of the left eye, 
with scissors, two days previously while playing with 
a younger sister, who thrust the scissors into the eye. 
Examination of the left eye showed a corneal wound, 
which had already closed, with prolapsed iris incar- 
cerated in it. The cut was about 4 mm. long at nine 
on the clock dial, extending over the sclerocorneal 
margin into the sclera for 3 mm. A beginning cataract 
was present, Atropin, 4 per cent, was instilled in the 
eye. The patient received 5 cc. of milk parenterally. 
Under general anesthesia the prolapsed iris was 
excised. 

Three weeks later the eye was quiet. The visual 
acuity showed perception of hand movements. A trau- 
matic cataract (Fig. 1) had formed. The pupil was 
well dilated, as the patient had been using atropin, 
1 per cent. There was a broad corneal scar, 2.5 mm. 
wide and 4 mm. long, at the place of the injury. The 
iris, at nine on the clock dial, showed a cut through 
its width, with the lower part of the cut iris incar- 
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cerated in the corneal scar (leukoma adhaerens), while 
the upper part was adherent to the anterior lens cap- 
sule (posterior synechia). 


COMMENT 


Perforating wounds of the cornea are seen most 
frequently in very young children, who have in- 
jured themselves, or have been injured by their 
playmates, by knives, scissors, forks, and needles. 
There is usually present prolapse of the iris. If 
the cornea is perforated and has no lacerated 
edges, the wound closes rapidly, incarcerating the 
prolapsed iris. Injury to the lens capsule or the 
lens is very common, with the formation of a 
traumatic cataract. If the wound is large enough 
there may be escape of the lens with loss of 
vitreous humor. If the injury also involves the 
sclerocorneal margin there may be escape of 
vitreous humor, as was present in Case 1. 

If the wound has become infected, other dan- 
gers are added: iridocyclitis, hypopyon, keratitis, 
endophthalmitis and panophthalmitis. Wounds at 
the sclerocorneal margin present an added danger 
because of the frequent injury to the ciliary body, 
with the possibility of sympathetic ophthalmia in 
the other eye. 

In treating perforating corneal injuries it is 
most important that the eyeball and the eyelids be 
properly cleansed. In children this is best done 
under general anesthesia. The surrounding tissue 
should be cleaned with soap and water and the 
conjunctival sac thoroughly lavaged with physio- 
logic saline solution or some suitable antiseptic 
solution. A solution of mercuric chlorid, 1 :5000 
may be used. Atropin solution should be instilled 
to combat any iridocyclitis. Simple uncomplicated 
incised wounds heal very rapidly. A prolapsed 
iris should be replaced or excised. The margins 
of the corneal wound should be trimmed if they 
are very rough and irregular. A bandage should 
be applied to the eye and the patient confined to 
bed. Ice compresses may be applied. If there are 
any signs of inflammation parenteral injections of 
milk should be given.? 

If the injury is so extensive that there is no 
prospect of preserving an eye in a serviceable 
condition, enucleation should be done at once. 


SUMMARY 


1. In three cases of perforating injuries to the 
eyeball of young children, two were caused by 
knives, and the third by scissors. 

2. In one case enucleation was performed, nine- 
teen months after the injury, for blindness and a 
painful eye. 

3. In the second case there was complete ob- 
literation of the pupil, the iris becoming adherent 
in the corneal scar. 

4. In the third case a traumatic cataract was 
formed. 

5. Young children should not be permitted to 
play with sharp instruments. , 

490 Post Street. 
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BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An open forum for brief discussions of the workaday problems of the bedside doctor. Suggestions for subjects 
for discussion invited. 


THE TREATMENT OF CASES APPARENTLY 
DEAD FROM ELECTRIC SHOCK 


Felix L. Pearl, San Francisco.—Unconscious- 
ness from electric shock may be due to either 
paralysis of the respiratory and vasomotor cen- 
ters in the medulla, or ventricular fibrillation, or 
both. 

Jellinek, from a vast experience in electric acci- 
dents, announced as early as 1912 that in many, 
if not a majority of such cases, the patient was 
not dead, but merely asphyxiated, due to the re- 
fractory state of the medullary centers. From the 
time of the passage of the current to the return 
of the eye reflexes the brain is insensitive to 
external stimuli and the usual tests of death do 
not obtain. The patient is cold and cyanotic, but 
the heart functions, as can be shown by palpation 
of the pulse and auscultation of the heart. By 
keeping the blood properly oxygenated until the 
centers again become sensitive, recovery is pos- 
sible, some cases being revived after three and 
one-half hours, several after one and one-half 
hours. 

On the other hand, Jeks-Blake, Borrutau, Levy, 
and others claim that the apparent death from 
electric shock is in the great majority of cases a 
real death from ventricular fibrillation. These 
patients are not cyanotic but livid, and there is no 
evidence of cardiac function. 

It is possible that spontaneous recovery from 
ventricular fibrillation not uncommonly occurs in 
man (Gaby, Levy), but not after fibrillation has 
been established for more than two minutes. 
Nerve centers cannot be deprived of their circu- 
lation for more than ten minutes without becom- 
ing permanently damaged, and five minutes is the 
usual time allowed, although the life of a nerve 
cell under these circumstances is probably closer 
to two minutes. 


Apart from spontaneous recovery, ventricular 
fibrillation occurring under the conditions of elec- 
trical shock appears to be hopeless. Artificial res- 
piration is useless. In the cat direct cardiac mas- 
sage nearly always restores normal rhythm to a 
ventricle in a state of experimental fibrillation, 
and it is possible that a similar result would 
follow in man; yet direct cardiac massage in a 
human subject, through an abdominal incision, is 
an operation which most medical men would hesi- 
tate to do. To be effective the heart must be mas- 
saged before the ten-minute period has elapsed. 
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Since the physician rarely sees a victim within 
the first few minutes after the shock, the respon- 
sibility for the most important part of the treat- 
ment falls upon those who are near the scene, 
usually coworkers or friends, who are unable to 
judge the nature of that particular case of elec- 
trical unconsciousness. For this reason the em- 
ployees of large electric companies have been in- 
structed to treat these victims as if each case were 
a case of respiratory paralysis, and to continue 
this treatment until a physician arrives. It is not 
to the credit of the profession that victims have 
been revived an hour and more after a physician 
has pronounced death. It indicates that further 
knowledge of the treatment of such cases can be 
disseminated with profit. 

The victim is first freed of the electric current 
in the safest manner. If the charged victim must 
be touched, the foot should be used instead of 
the hand, remembering that currents from foot 
to foot are rarely fatal, whereas those passing 
through the chest frequently are. Jellinek has 
special kits with insulated instruments to break 
the current. Artificial respiration should then 
immediately commence. 

The prone pressure method of Schafer is with- 
out qualification the best method, and, properly 
performed, is superior to any mechanical device 
such as the pulmotor. Artificial respiration should 
be continued without interruption for four hours 
if necessary, until normal respiration is resumed, 
or death is certain. Despite his support of ven- 
tricular fibrillation as the cause of death in most 
cases, Jeks-Blake says, “Nothing less than cooling 
of the body or the onset of rigor mortis should 
be taken as evidence of death here.” 


The view is prevalent that if the victim is sub- 
jected to some physical countershock, his condi- 
tion is benefited, and certain articles describe in 
detail the proper methods of inflicting this bodily 
chastisement. The experiments of Campbell and 
Hill on cats, however, fail to support this con- 
tention. Regarding the use of stimulating hypo- 
dermics, the opinion of those most familiar with 
this condition advises against their use, and some 
claim that they are even a drawback to a success- 
ful outcome. 


During the resuscitation the patient should be 
kept warm. He should not be moved unless 
weather conditions make it imperative, and then 
only in the prone position, receiving artificial res- 
piration all the while. Any local wound resulting 
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from the passage of the current or associated con- 
ditions may be dressed by an assistant worker. 
Open wounds are best treated with moist sterile 
dressings. It is well to splint injured extremities. 

If normal respiration is restored the patient 
should be made to lie recumbent. The inhalation 
of O, 95 per cent, and CO, 5 per cent is now 
indicated until the patient is fully restored. The 
H. and H. inhalator is the apparatus of choice. 
Pure oxygen or air enriched with oxygen is not 
a respiratory stimulant, and may even be a 
depressant. 

Between the onset of apparent and the moment 
of real death there is evidently a distinct interval 
of time which in some cases may be as much as 
fifteen minutes. If the physician pronounces the 
case one of ventricular fibrillation artificial res- 
piration should be carried out for at least that 
period in the hope that spontaneous return of 
normal rhythm will occur. ; 

The patient should then be moved to a hospital 
and kept in bed for at least two weeks. There is 
a tendency for such cases to have delayed cardiac 
dilatation which may result fatally. Other condi- 
tions overlooked during the initial excitement may 
appear during the convalescence. 

Local electrical injuries heal remarkably well, 
but slowly. The final slough, however, may be 
several times the size of the original injury. Sur- 
gery is contraindicated until the final limits of the 
injury are determined, and should be approached 
with caution. Apparently normal areas are often 
the seat of widespread damage to vessels which 
may cause difficult postoperative complications. 


* * * 


Edmund Butler, San Francisco.—All physi- 
cians must learn and instruct those who look to 
them for guidance that the pulmotor and the lung- 
motor are not essential equipment for resuscita- 
tion. The Bureau of Mines and the Commission 
on Resuscitation from Gas Asphyxiation do not 
advise their employment. Artificial respiration by 
the Schafer method is the accepted procedure to 
oxygenate the blood until voluntary respiration 
has been established. 


Persons suffering from electric shock are more 
frequently encountered at present than in the 
past. The common use of electric lights, electric 
cooking and laundry machinery, incineration and 
farm machinery, makes it necessary that the phy- 
sician be prepared to give exact instruction over 
the phone, directing the resuscitation of a shocked 
person. 

The shocked individual is not to be pronounced 
dead until at least two hours have been utilized 
in attempted resuscitation. Rigor mortis is the 
only positive evidence of death that is to decide 
that further resuscitation is futile. 

The statement is sometimes made that physi- 
cians have interfered with the giving of artificial 
respiration by lay workers and pronounced the 
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individual dead, when in the opinion of the ex- 
perts all chances of resuscitation had not passed. 

The lesson to be learned is that the usual signs 
of death are not to be relied upon following elec- 
tric shock. 

In thickly populated centers industries under 
the guidance of competent physicians will instruct 
laymen in the proper methods of resuscitation, 
but in the sparsely settled districts where a great 
amount of electricity is used the local physician 
should form classes and give instruction. 

Artificial respiration by the Schafer prone pres- 
sure method, for the patient that is not breath- 
ing following electric shock is the treatment of 
choice. The use of the H. H. inhalator to deliver 
oxygen 95 per cent and carbon dioxid 5 per cent 
to the patient instead of air is helpful and the 
carbon dioxid stimulates respiration, but the in- 
halator is only an adjunct and is not necessary. 
The inhalator does not attempt to give artificial 
respiration as the pulmotor is supposed to do; it 
only delivers ’’O and CO, to the patient instead 
of air. 

Not all patients who are shocked are resusci- 
tated, but many who were apparently dead have 


been revived. 
1” x «x 


H. C. Stinchfield, Los Angeles—Uncon- 
sciousness in electrical shock is due either to ven- 
tricular fibrillation, paralysis of respiratory and 
vasomotor centers of the medulla or a combita- 
tion of all three. 

If more cases were observed by well-trained 
physicians in electrical injuries this question 
would be settled. Unfortunately this is not the 
case. Most physicians have had little or no train- 
ing in care of electrically injured persons and are 
therefore ill at ease when called to see them; 
whereas electrical workers are: constantly being 
trained in what and how to do in rescuing the 
victim, performing artificial respiration and car- 
ing for the cases after breathing and heart action 
have been restored. 

As the use of electricity is universally increas- 
ing it is time that medical colleges throughout 
the land give their undergraduates a thorough 
training in the care of these cases. It is astonish- 
ing how many physicians are deficient in perform- 
ing artificial respiration. They waste valuable 
time preparing hypodermics when artificial res- 
piration is the needed assistance. 

The prone pressure or Schafer method is the 
method par excellence, though there are cases 
of many fractured ribs and extremely fat abdo- 
mens where the Sylvester method can be used to 
advantage. 

Those rescuing the victim from contact must be 
thoroughly insulated themselves, either by stand- 
ing on dry boards, thick wads of dry hay, thick 
quantities of dry clothing or insulated stools; this 
is imperative. If this is impossible, then free the 
victim with dry broom, long dry wooden sticks, 
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pulling switches, plugs or shorting lines with 
chains or wire—anything to “kill” the line. 

Never touch a victim in contact with electricity 
until you have done some of the above things, else 
you may be the death victim while the original 
victim recovers. Begin artificial respiration imme- 
diately while others can loosen all constrictions 
around the body. Remove shoes and, if victim is a 
lineman, his tool belt and spurs. If necessary keep 
up respiration for three to four hours. Assistants 
can massage legs toward the body to help super- 
ficial venous circulation. Keep head on level with 
body, face on arm, out of dirt. Keep body warm 
with hot rocks, bricks, bottles, etc. Be sure they 
do not burn the devitalized skin while patient is 
unconscious. Waste no time dressing wounds or 
arranging fractured bones if help is scarce. Do 
this after patient is properly revived, then remove 
to hospital or home. 

Do not cover the face with a lot of stuffy dress- 
ings. Use bland ointment of some kind. The 
patient will appreciate this. The burns elsewhere 
can be covered with noncarbolized vaselin or non- 
salted cooking compound in emergency. There is 
an ointment on the market now that is fairly 
cheap and is excellent for regular dressings. 

Give patient plenty of water as soon as he can 
retain it to keep the kidneys well flushed. Do not 
force hot drinks until patient is conscious enough 
to swallow. Stimulants will be necessary after 
patient has recovered consciousness. Do little or 
no surgery at first; wait for line of demarca- 
tion to develop. Watch for sudden hemorrhages, 
and from deep wounds particularly. Always be 
guarded in prognosis. The most serious-looking 
and apparently hopeless cases will recover while 
cases that are seemingly little injured will die 
unexpectedly. Mechanical devices for artificial 
respiration in electrical shock are of little value. 


University of California Research Checks Vaccina- 
tion Efficacy—As a further check on the value of 
vaccination for smallpox protection, and as a further 
proof that the smallpox epidemics of 1919-20 in the 
Philippine Islands were not caused by failure of vac- 
cination, two research workers at the University of 
California have just completed a survey of mortality 
records in the Islands from 1898 to 1923. 

The university workers, Eschscholtzia L. Lucia and 
Laura S. Haymond, worked out the correlations 
between the number of deaths from various diseases 
each year and the administration in charge of public 
health measures during that period. They find that 
there was a general increase in mortality from a num- 
ber of unrelated diseases during the period 1914-21, 
during which the public health service was under 
native control, and that the high positive correlation 
between the many cases of death indicates a demorali- 
zation of health administration, while the Filipinos 
were in charge. 

In confirmation of this finding they quote from a 
letter from Major-General Leonard Wood to Dr. 
W. O. Stillman, president of the American Humane 
Society, written in 1922. “Your letter of March 22 
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quoting statement from a correspondent in Florida, 
which would seem to throw some doubt upon the effi- 
cacy of vaccination, has just been received. The real 
facts are diametrically opposite; instead of there being 
any doubt as to the value of vaccination against small- 
pox it has been doubly confirmed—when the records 
are analyzed they show that something like 90 per 
cent of the deaths occurred in children, most of whom 
were born since 1913. The records show that vaccina- 
tion has been steadily continued since 1913, but on 
investigation it was found that, owing to inefficient 
inspection, vaccination consisted mostly in destroying 
the vaccine and submitting reports to the main office 
that it has been applied. In brief a huge unvaccinated 
population had accumulated in the Philippines; it only 
required a spark to set it into conflagration, and in a 
short time a smallpox epidemic began among these 
unvaccinated children which assumed huge proportions 
and eventually gained such virulence that it affected 
persons who under ordinary conditions would have 
been safe.” 


Forthcoming Report on the Saunders Awards.— 
The offer of two prizes of $50,000 each by Mr. William 
Lawrence Saunders for an effective means of prevent- 
ing and curing cancer expired on February 1, 1928. 
All of the applications, numbering 3529 up to May 1, 
have been placed before the Board of Reference con- 
sisting of a group of eminent medical men which the 
American Society for the Control of Cancer requested 
to act for it in an advisory capacity. At a recent meet- 
ing of this board held at Washington, D. C., the 
following report was made: 

“1. None of the proposals submitted up to Febru- 
ary 1, 1928, is worthy of an. award either for the 
prevention or cure of cancer. 

“2. While it is to be regretted that no effective pre- 
ventive or curative agent has been discovered as a 
result of the offer of these awards, it is the opinion 
of the board that a great amount of the material sub- 
mitted, if published, would be of great value to medical 
science. 

“3. It is recommended, therefore, that a report be 
prepared by the American Society for the Control of 
Cancer upon the analysis of these applications in 
order that the information thus acquired may be 
placed permanently on record, together with such 
statement of the facts now established in regard to 
cancer as will serve to explain why the remedies advo- 
cated do not, and could not be expected to, serve as 
an effective preventive or curative agent. 

“4. This report should be prepared for publication 
primarily for the medical profession, but the facts 
should also be made accessible to the general public.” 

The foregoing report has been ratified by the execu- 
tive committee of the society and steps are now being 
taken to prepare such a report as the Board of Refer- 
ence has recommended. Mr. Saunders is warmly in 
favor of producing a volume which shall express in 
readily understandable language the essential facts 
and opinions as proposed by the board.—American 
Society for the Control of Cancer. 


Coronado Meeting Reservations.—Early reservation 
at Hotel del Coronado by northern members is urged 
by the Committee of Arrangements. The following 
are the rates which have been made for members at 
the Hotel del Coronado: 

Per Day 
Rooms without bath, but near one 
Rooms with bath 
Three persons in room with bath 


Rates above quoted include meals. 
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SBeLITORIALS 


A STATE MEDICAL LIBRARY AT 
SACRAMENTO 


The County Medical Library Plan. — Last 
month, in this column, was discussed the possi- 
bility of instituting county medical libraries. A 
plan for maintenance support derived from public 
funds was suggested. The gratuitous services ren- 
dered by members of the attending staffs of the 
larger county hospitals of California were re- 
ferred to as a means by which such funds could be 
secured. It was estimated that the yearly totals 
of such maintenance funds would run into sums 
of such size that several county medical libraries 
of broad scope could be instituted. 

The plan was submitted in all earnestness and 
in full belief by the writer that details could be 
worked out which would make the plans suggested 
quite practicable. 

* * * 


Plan for a State Medical Library.—Today we 
wish to point out that efforts for public medical 


libraries need not be confined to counties. The 
benefits accruing from medical libraries make for 
increased health and prosperity of lay citizens, 
and on that account are worthy of state support, 
as much as is its general library devoted to litera- 
ture, the arts, and to sciences in general. It is 
true that if the appropriations for the support of 
a state medical library could be derived only from 
the general funds which the state raises through 
taxation on the real and personal property of 
public utility corporations and so on, it would 
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hardly profit us much at this particular time to 
take up this project of a state medical library in 
too serious a fashion. For the demands on state 
funds which are raised by taxation are so many 
and so large, that it could be taken almost for 
granted that the legislature would refuse to make 
appropriations from such sources to support a 
state medical library, and even if so made, it 
would be a question whether the governor of the 
state might not veto the measure. 

The question therefore arises here, as in the 
case of proposed county medical libraries, whether 
any state funds not raised by taxation or assess- 
ment are existent in California upon which the 
medical profession could make just claim for the 
founding and support of a state medical library. 


* * * 


Possible Source of Funds for a State Medical 
Library—To such a question the answer could 
be made that such a fund does exist, that it is 
fairly large in amount, and furthermore is made 
up almost exclusively from payments received 
from doctor citizens. This fund, coming almost 
entirely from the medical profession, might very 
justly be used in the interests of the medical pro- 
fession, when such interests make for greater 
service and health protection to the citizens at 
large. Certainly such a fund should not be 
diverted, through legislative enactment, to become 
part of the general funds of the state upon which 
the state could make demands for its general 
administration and other work, such as the sup- 
port of roads and miscellaneous institutions and 
activities. 

Our thought was turned to this fund and its 
possible utilization as a nucleus for a state medical 
library, through mention of the amount now in 
this fund, which was made last month at a legis- 
lative conference with members of the state Board 
of Medical Examiners. 


* * * 


Reserve Funds of the Board of Medical 
Examiners.—The financial report of the Board 
of Medical Examiners of the state of California 
on September 30, 1928, showed an approximate 
balance in its reserve fund of $199,297.03. This 
large sum has been the gradual accumulation over 
a period of years, from sources such as applica- 
tion and reciprocity fees. For example, the fee in 
California to secure a license to practice through 
reciprocity is $100. 

The Board of Medical Examiners works under 
a budget recommended by the state Board of 
Control, the annual expenses of the board to the 
amount of its budget being paid from the above 
fund. As a matter of fact, except for one small 
appropriation of $2500 in 1906 to restore San 
Francisco records destroyed in the fire, the Board 
of Medical Examiners has received no moneys 
from the general tax funds, its maintenance 
charges coming from the license fees, etc., the 
unused portion of which went into its reserve to 
grow until it now amounts to almost $200,000. 

If this fund continues to accumulate it may be 
taken for granted that it will not be long before 
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an effort will be made at some future session of 
the legislature to transfer the greater portion 
thereof into the general funds of the state, to be 
used on roads, prisons, and other activities. Per- 
haps such an attempt may be made when the 
legislature meets two months from now. Who 
knows? If so, such an effort should be vigorously 
opposed by the medical profession. 

This money coming from physicians, and 
earned and saved by physician-examiners, should 
not be diverted from purposes that would upbuild 
the practice of medicine. It should be made to 
serve the people of the state by developing high 
and higher standards of healing art practice, as 
can be done in part, for instance, through the 
spread of knowledge by means of a state medical 
library. 

* * * 

The Present State Library at Sacramento.— 
A few words about our present state library, 
founded in January 24, 1850, and which since this 
last summer is housed in the new capitol exten- 
sion building at Ninth and Tenth, and M and N 
streets, opposite the state capitol grounds in Sac- 
ramento. This library has some 374,756 volumes. 
There are very few medical works on its shelves. 
The profession of law is better represented. Prac- 
tically no medical books are being bought at this 
time for this library. 

The state library loans to all libraries within 
the state, and sends books to citizens through 
county libraries, or where such do not exist, then 
direct to the citizens who apply. 

In similar manner, a medical library unit of 
this state library would be in position to place the 
latest literature in the hands of physicians in any 
portion of the state, and could be made to be a 
real boon to members of the profession in both 
urban and rural districts. 

* * * 

Amount Necessary to Inaugurate a Medical 
Unit in the State Library—Why could not 
$100,000 dollars of this medical board balance 
of practically $200,000 be set aside by the legis- 
lature, which meets in January next, as a fund by 
means of which a state medical library could be 
brought into existence? Such a medical library 
as part of the state library would naturally come 
under the jurisdiction of the state librarian. To 
help the state librarian in the technical supervision 
concerning medical books, journals, and so on, it 
might be desirable to have an advisory board of 
five or seven, which might be authorized to aid 
in the development of such a medical unit. Such 
an advisory board could consist of the chairman 
of the Board of Medical Examiners, the deans of 
the Class A medical schools in California, and 
two or three nonex-officio physicians appointed by 
the Governor. Sb la 

If later on special maintenance funds were 
necessary for the medical library unit, these could 
be raised by taxing all medical licentiates in Cali- 
fornia the sum of two or three dollars per year, 
in lieu of the present one dollar a year tax. 

* * * 

Prompt Action Necessary Since Legislature 

Meets in January.—Our legislature meets in Jan- 
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uary next. Why could not the Board of Medical 
Examiners take the initiative in this matter and 
have a bill prepared which could be submitted in 
the first thirty days of the session? Why could 
not the Council of the California Medical Asso- 
ciation authorize an investigation of the plan here 
proposed and consult with a committee from the 
Board of Medical Examiners? If the matter be 
not taken promptly in hand, it must wait until the 
subsequent session of the legislature, some two 
years distant. Why not get this whole project 
under way at once? What ends would be gained 
through waiting? The new state library building 
has ample space. All it needs, from the standpoint 
of a medical unit, are the medical books and jour- 
nals. The money necessary to inaugurate the plan 
is at hand, in a medical fund derived from doc- 
tors, and which it proposed, through doctors, to 
spend to the advantage of citizens at large. A 
comparatively simple enabling act, with provisions 
for an advisory board and other safeguards is 
seemingly all that is necessary to inaugurate such 
a medical unit of our state library at Sacramento. 
Is the suggestion not worthy of very serious 
thought by the state administration, by the Board 
of Medical Examiners, and by the California 
Medical Association and its component county 
medical societies ? 


PROPOSED AMENDMENTS TO THE STATE 
MEDICAL PRACTICE ACT 


A Recent Conference on the California Medical 
Practice Act—Members of the Board of Medical 
Examiners and representatives of the different 
medical schools of California at a recent confer- 
ence in San Francisco considered a number of 
proposed changes to the Medical Practice Act. 
Since the next legislature will convene on Jan- 
uary 2, it was thought best that needed modifica- 
tions of the law might well be gone over before 
that time. It may be of interest to mention some 
of the items which were informally discussed. 

* * * 


More Latitude in Arranging a Medical School 
Curriculum.—In the matter of having the state 
Medical Practice Act outline the exact number of 
hours for each subject in a medical school cur- 
riculum, it was thought that the defects of that 
method counterbalanced its presumable benefits. 
It was generally agreed that medical schools of 
Class A standard should be permitted to have 
more latitude as regards the exact number of 
hours to be devoted to each subject. 

* * * 


Requirement for a Fifth Year of Practical 
Work.—The fifth year requirement was held to 
be a suitable standard for California. At the 
present time graduates of eastern colleges who 
have received their M.D. degrees at the end of 
their fourth year of professional training can 
come into California, secure their licenses and 
engage in practice almost one year before Cali- 
fornia graduates, since the latter, under the re- 
quirements of California medical schools are 
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required to take a fifth year of practical work 
before being eligible to receive their M. D. degrees. 

It was also felt that the fifth year should be 
permitted to cover an internship, laboratory work 
in a Class A medical school, or public health work. 
Graduates during this fifth year would be under 
the supervision of their own medical schools, and 
such medical schools would be obliged to certify 
to the Board of Medical Examiners that this fifth 
year of medical work had been fully and satis- 
factorily completed. 

* * * 

National Board of Medical Examiners Certifi- 
cate-——Some thirty-nine states are now accepting 
the credentials or certificates of the national Board 
of Medical Examiners. It was agreed that Cali- 
fornia might likewise accept these credentials, 
safeguarding this acceptance in two ways. One, 
by making it optional with the California board 
as to whether or not the credentials should be 
accepted; and, two, by obligating the national 
board to give to the California board, copies of 
the questions and answers of applicants who 
wished to register in California on national board 
certificates. . 

The national board gives examinations at the 
end of the second and the fourth years of medical 
school work. This arrangement would thus per- 
mit students in medical schools in California to 
avail themselves of this convenience if they were 
so minded. 


* * * 
Basic Science Law.—tThe desirability of hav- 
ing California adopt a basic science law of the 


general form which has been discussed in these 
columns in previous issues was considered. It was 
felt that owing to the fact that California had 
separate examining boards for different groups of 
practitioners of the healing art, and because one 
or two of these boards existed through initiative 
vote, that it might be desirable at this time to take 
no steps for the passage of a basic science act. 
* * * 

The New Occupational Standards Department. 
The occupational standards department which it 
is proposed to bring into existence has been dis- 
cussed in this column in previous issues. This 
occupational standards department is an adminis- 
tration measure and will probably come into exist- 
ence through act of the next legislature. Inasmuch 
as the proposed act has as yet not been put into 
its final draft by the administration officers at 
Sacramento, it is not possible to know whether 
the director of this department is to be a layman, 
or how far the power of such a director would 
extend in supervising or controlling the actions of 
boards which will be taken over. The Board of 
Medical Examiners will be one of the score or 
so of boards which will be placed under the con- 
trol of this new department, whose director will 
have a seat in the so-called Governor’s cabinet. 

It was felt that as regards violations of the 
Medical Practice Act, the real supervision of the 
investigation work of those who violated the state 
medical law should be under the direct control of 
men familiar with the details of medical practice. 
It was felt that a lay director, unfamiliar with 
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the workings and standards of the profession, 
might intentionally, or unintentionally, if he had 
full power over such investigations, nullify to con- 
siderable extent the protection of the public from 
incompetent practitioners. 

* * * 

The representatives of the Board of Medical 
Examiners who were present were to report back 
to that board to learn whether the board as a 
whole would concur in the suggestions above out- 
lined. In case the board did concur, it would 
assume the responsibility of putting the sugges- 
tions into form suitable for submission to the state 
legislature. Members of the profession who have 
other suggestions to offer should send them to 
the central office of the board, 623 State Building, 
San Francisco, sending a copy to the office of the 
California Medical Association. 


BETTER VACCINATIONS 


The vitality of popular opposition to vaccina- 
tion is a recurrent source of surprise to the 
medical profession. Certainly there is no known 
prophylactic against disease the value and almost 
invariable efficacy of which has been so repeat- 
edly and conclusively proved as this, and yet, 
during periods of relative freedom from small- 
pox, antivaccination propaganda finds receptive 
ears again and again despite every disproof of its 
claims. The failure of the great majority of states 
and municipalities to enact or to enforce universal 
vaccination laws is plain enough evidence of the 
strength of the opposition. It clearly devolves 
upon the medical profession, if it wishes to make 
better headway against the opposition, to inquire 
just what is the basis of the opposition, whether 
it is simply the gullibility of a large—and pre- 
sumably the less intelligent—section of the 
population (whose votes are quite as effective as 
those of the remainder, and more likely to be 
cast), or whether there is some more valid reason, 
which can be more easily countered than can 
irrational prejudice. 

In our opinion the chief stumbling-block in the 
way of wider popular acceptance of vaccination is 
the fear of secondary infection and disfigure- 
ment. That the greater part of the public is well 
convinced of the real value of vaccination is 
clearly shown by the fact that during periods 
of epidemic smallpox comparatively few indi- 
viduals refuse to be vaccinated. When the 
danger is less immediate it is necessary, as 
every physician knows, to argue at length with 
many people and particularly with parents before 
obtaining consent. The constantly recurring 
objections are offered that the patient has known 
of someone who nearly lost an arm or who had a 
running sore that lasted for months or who could 
not walk for weeks after vaccination. The patient 
himself may offer in evidence a large, ugly scar - 
of a vaccination done many years before. 
Mothers are particularly anxious not to have the 
arms of their girl babies disfigured. It must be 
admitted that, to an impartial lay judge, the 
objections have considerable weight and cannot 
be dismissed without due consideration. They 
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differ from the stock arguments of the antivac- 
cinationists, most of which are not even men- 
tioned by patients. ~ 

* * 

That commercial vaccine has greatly improved 
' in purity and strength during recent years cannot 
be questioned, nor that the methods of applying 
it in general use are better than they were forty 
years ago. Yet failure to adopt a uniform pro- 
cedure mitigates against invariable success. 

The most important of the technical errors are, 
improper scarification, and inadequate after-care. 
There is difference of opinion as to the area of 
scarification necessary to a take. The former be- 
lief that the larger the scarified area the better the 
chances of success is quite erroneous. It is much 
more probable that the larger the scarified area the 
better are the chances for secondary infection and 
certainly for a slowly healing and unduly large 
scar, while the chances of successful vaccination 
“takes” are in proportion only to the activity of 
the vaccine. In large initial scarifications a vac- 
cinal take, or-rather a series of takes, an inch or 
more in length may be produced. If multiple 
inoculation is used, and two or three of the 
inoculated areas take, they will spread toward 
each other, fuse and produce a single elliptical or 
circular lesion which may be an inch or more in 
diameter. Not only is such a lesion certain to 
leave a large scar, but it is not improbable that 
it may become secondarily infected because of the 
ease with which so large a vesicle and the result- 
ant scab is traumatized. If this occurs a large 
ulcer is formed which later fills in with granula- 
tions and prevents, for a long time, the formation 
of a healthy epidermal covering. 

The variety of scarification implements is 
rather wide. Scalpels, drills, needles and glass 
points are in commonest use. Scarification is done 
by scratching, incision, abrasion and by pressure. 
Deep scarification with the drawing of blood is an 
error of technique that is almost unavoidable 
except with the pressure method, and which is, 
next to the use of weak or impotent vaccine, the 
commonest cause of failure to take. 

As regards after-care, the use of the shield, 
while less common than some years ago; has not 
yet been wholly abandoned. They can be bought 
at most drug stores and are often put on by unin- 
structed patients. As a rule, however, no dressing 
at all is applied. In the case of infants and small 
children a dressing after vaccination is advisable 
to prevent touching and spreading live vaccine 
to other parts of the body, such as the face. Too 
frequently no after-care at all is given and no 
instructions. The patient is seen once to deter- 
mine the success of the vaccination. It is only 
by scrupulous cleanliness and attention to early 
evidences of infection that unfavorable results 
can be minimized. ~  - 

* * * 

A recent publication of Dr. J. P. Leake* of the 
U. S. Public Health Service describes an 
admirable technique of vaccination, which has so 

* Leake, J. P.: Questions and Answers on Smallpox and 


Vaccination. Pub. Health Rep., January 28, 1927, No. 4, 
Vol. 42, p. 221, 
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many merits that it deserves universal adoption. 
It has the following advantages, among others: a 
rapid and practically painless and non-traumatiz- 
ing scarification without hemorrhage; a single 
minute scarification area; a high percentage of 
takes; no introduction of virus and secondary 
invaders into the subcuticular level; a possibly 
higher percentage of takes in previously vacci- 
nated persons. With minor modifications the 
method of Leake is as follows: The skin is 
gently cleansed with acetone or ether, and allowed 
time to dry. The drop of virus is placed on the 
skin and, the needle, held parallel to the surface, 
is rapidly pressed against the skin thirty to forty 
times over an area not greater than one-eighth 
inch in diameter. The side of the point is 
thus forced into the skin to a slight depth, 
introducing the virus into the lower layers of 
the epidermis (where only it grows) but not 
reaching the corium. The virus remaining on 
the surface is blotted with gauze. No dress- 
ing is necessary for older individuals, but 
for infants or young children who might touch 
or rub the area a light gauze dressing is applied 
which is to be removed the next morning. Those 
who have not been previously vaccinated are 
required to return at the end of one week. If 
the vaccination is taking at that time, the site 
may be touched with alcohol or painted with one 
per cent gentian violet solution. A thin gauze 
dressing is applied very loosely, which the mother 
or patient is instructed to change every other 
day until a firm dark crust has formed. Special 
instruction is given that if the dressing adheres 
it is to be soaked off carefully with equal parts of 
alcohol and boiled water. Scratching or rubbing 
must be avoided. If there is an unusual amount 
of swelling or hyperemia a wet dressing of mag- 
nesium sulphate (25 per cent solution) or of equal 
parts of alcohol and glycerin is applied for 
twenty-four hours, but this is rarely necessary. 
Scrupulous cleanliness in handling the lesion is of 
the utmost importance up to the time the scab 
drops off. 


As Leake points out, it is highly important that 
virus be properly stored. It loses its activity 
rapidly when it is raised much above the freezing 
point. Most druggists, obtaining vaccine from 
the producer or wholesaler, keep it in the refrig- 
erator but not directly in or on ice, and it loses 
its potency rapidly under such conditions. The 
physician should bring to the attention of the 
druggist from whom he obtains his vaccine, the 
importance of proper refrigeration. It is wise to 
insist that the pharmacist shall not dispense vac- 
cine more than two weeks old and that it be kept 
directly on ice. 

Using the method described, a single, typical 
scar results which is not disfiguring. With the 
assurance of such a result little difficulty will be 
met in persuading mothers to have their girl 
babies vaccinated on the arm, and the fear of 
vaccination will be much less than in the past. 
Secondary infections are extraordinarily few. 
The Leake method supplies excellent ammunition 
against the antivaccinationist. 
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periodic literature, by contributing members. 


Urology 


reatment of Carcinoma of the Prostate.— 

During the past twenty years much work has 
been done, and a great amount of literature has 
accumulated on the treatment of carcinoma of 
the prostate. Nevertheless no satisfactory radical 
treatment has yet been devised. Various methods 
are recommended by different authors, varying 
from the ultraconservative, who believes that any 
treatment is the wrong treatment, to the one who 
advises the combined use of surgery, radium, 
x-ray, and electric coagulation. Regardless of the 
treatment, the results are far from satisfactory, 
no one claiming more than 4 or 5 per cent of 
cures. This discouraging state of affairs is at- 
tributable to the insidiousness of prostatic carci- 
noma. When the physician first sees the case the 
disease has usually progressed so far that it is 
incurable. For this reason routine rectal palpa- 
tion of the prostate should be a part of every 
physical examination of men of fifty or over.’ 
Inasmuch as the carcinoma nearly always begins 
in the posterior lobe, which is in contact with the 
rectal wall, such a routine examination will reveal 
the stony hardness and nodules of a beginning 
malignancy, and will lead to an early diagnosis 
in a larger number of cases.? The fact that most 
prostatic carcinomata are slow growing and metas- 
tasize late,* makes us optimistic regarding the 
future results of its treatment when earlier recog- 
nition will have brought more cases under earlier 
treatment. 

For many years Young advocated a radical 
perineal operation for carcinoma of the prostate, 
in which he removes the seminal vesicles, bladder 
neck, and most of the trigone, with the prostate. 
He has done this on cases in which the involve- 
ment was not extensive, and reports that 62 per 
cent lived five years or more.* Morson of London 
advocates a similar radical removal by way of the 
suprapubic approach rather than through the peri- 
neum, and reports good results, although no sta- 
tistics are given.® Radium is generally used in 
more advanced cases which are inoperable, and 
is applied either by means of needles through 
the perineum or rectum, with the cystoscope or 
through a suprapubic opening directly into the 
gland; or by inserting the radium in the urethra 
or rectum. Barringer reports that 15 per cent of 
cases treated by radium lived more than three 
years,® and states that it is frequently necessary 
to do either a Punch operation or a cystostomy 
for relief of obstructive symptoms in cases treated 
in this way.” Deep x-ray therapy is a more recent 
addition to the armamentarium for treating pros- 
tatic carcinoma, but as yet has not proved to be 
exceptionally valuable.* Bumpus has reviewed 


one thousand cases of carcinoma of the prostate 
treated at the Mayo Clinic and found that the 
longest duration of life after instituting treatment 
was in cases upon which a’ simple cystostomy for 
palliative treatment was done. Prostatectomy, 
partial or complete, gave a longer duration of life 
than radium, and radium in turn a longer dura- 
tion than those cases which were not treated.® 

A résumé of the poor results obtained by any 
method of treating prostatic carcinoma only serves 
to emphasize more emphatically the great impor- 
tance of the early diagnosis of this condition. 


Rocer W. Barnes, Los Angeles. 
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Bacteriology 


ostscarlatinal Nephritis—In many cases 
Pes apparent recovery from scarlet fever, 
acute afebrile glomerular nephritis develops about 
the third week. Longcope* could obtain no cul- 
tural evidence that this nephritis is due to an actual 
invasion of the kidney with viable streptococci, 
and suggests that the nephritis is probably caused 
by the absorption of toxic products from residual 
foci of infection in the upper respiratory tract. 
Duval ? of the department of pathology of Tulane 
University, New Orleans, has recently obtained 
experimental evidence in support of this view. 


Duval found that dogs, recovered from experi- 
mental inoculation with scarlatinal streptococci, 
have a distinct immunity to reinfection with the 
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living streptococci. These dogs, however, develop 
a severe and often fatal acute glomerulonephritis 
that is histelogically identical with the afebrile 
postscarlatinal nephritis in man on subsequent in- 
jections with lytic products from streptococci. He 
believes that scarlatinal infection establishes a bac- 
tericidal or bacteriolytic immunity and that this 
increased bacteriolytic power acting on residual 
foci in the upper respiratory tract is the immediate 
cause of the kidney lesion. 
W. H. Manwarine, Stanford University. 
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Surgical Diathermy 


urgical Diathermy in Treatment of Cancer. 

Surgical diathermy in the treatment of malig- 
nancies has at the present time received but slight 
recognition from members of the profession. It 
is my purpose to emphasize the many advantages 
over other treatments secured by its use. The 
diathermy knife, which is a modified Bard-Parker 
handle carrying blades Nos. 10, 11, and 15, is con- 
nected with a good diathermy machine. This 
knife cuts as readily as the radio knife or cutting 
currents, and the skin flaps heal by first intention. 
With this electrode, the malignant growth can 
easily be dissected out bloodlessly, into healthy 
tissue. The regional lymphatics can also be re- 
moved from the neck or the axilla. 

The control and technique is easier than with 
the cautery or radio knife, as this electrode works 
on the electrical principle, that “The current den- 
sity varies in proportion to the square of the sur- 
face applied.” A very small fraction of the cur- 
rent previously used is therefore required. Cut- 
ting down the volume of the current gives an 
easier control and a thinner coagulation along the 
severed edges. It is not necessary to use separate 
techniques for cutting and for coagulation as 
suggested in the use of the cutting currents, 
and a smaller fraction of the current is needed. 
A diathermy machine only is necessary for the 
operation. 

Some of the advantages secured by the dia- 
thermy knife beside the simple and standardized 
technique, are: (1) steady regular heat; (2) in 
work near bone the periosteum need not be de- 
stroyed and the wound will heal much quicker ; 
(3) dissection much closer to the malignancy will 
give less scarring; (4) because of the character- 
istic soft scar and saving of tissue, it is seldom 
necessary to do plastic work later; (5) regular 
surgical procedures can be carried out, as resec- 
tion of rectum or a radical breast amputation, 
etc.; (6) no contamination of wound by forceps 
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or sutures, causing a reinfection; (7) no post- 
operative shock; (8) no loss of blood; (9) no 
after-pain, as cut ends of severed nerves are 
seared over. 


SuTTeNn H. Grorr, Long Beach. 


Industrial Medicine 


he Prophylaxis of Common Colds—The 

common cold has often been termed the “op- 
probrium” of the medical profession, and perhaps 
it has merited this unfavorable comment. Cer- 
tainly no other malady in the experience of large 
industrial and mercantile groups is responsible for 
so much inefficiency, sickness, absenteeism, and 
loss of time and money. For example, during the 
years 1918 to 1922 inclusive, there were 15,502 
cases of absenteeism in the Edison Electric Illu- 
minating Company of Boston (2200 employees), 
of which, 5328, or 34 per cent, were cases of 
common colds. The aggregate loss of time occa- 
sioned by this minor type of disability was 16,983 
working days or the equivalent of fifty-six years! 
In a large mercantile group situated in central 
California 30 per cent of the dispensary calls dur- 
ing 1926 were due to colds. Numerous similar 
experiences might be cited. 

Many admirable research studies have been 
made on the subject of etiology of common colds, 
with the consideration of such factors as ventila- 
tion, humidity, exercise, clothing, climate, breath- 
ing habits, individual susceptibility, nose and 
throat pathology, diet, bacteriology and the like. 
The results have well been summed up in the 
following statement: there is no known specific 
cause, treatment or very efficient preventive for 
colds. 

There has been within recent years, however, 
an attempt to secure some reliable data concerning 
the effects of vaccines as a prophylactic measure. 
A great deal of valuable work has been done 
in different countries by such men as Bottner, 
Gahwyler, Jordan, Palmer, Simey, Cecil, Von 
Sholly, and Park. The outcome of most such in- 
quiries was the establishment of the fact that even 
when stock vaccines have been used, from 30 to 50 
per cent of those receiving inoculations have been 
definitely improved. 

Dochez recently made the following statement : 
“Prophylaxis remains the best method of control.” 
The argument has been used that because we do 
not know the specific cause of the cold, we can 
have no specific prophylaxis and should there- 
fore not employ empirical formulae. If we can 
secure from 30 to 50 per cent improvement, it 
would seem worth while, even admitting the non- 
specificity. 

Repplier and Leaman’ worked with 125 em- 
ployees of the Curtis Publishing Company of 
Philadelphia, finding that 30 per cent were im- 
mune from colds the following year after the com- 
pletion of the prophylaxis, while 53 per cent were 
markedly improved. This left 17 per cent who 
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showed no favorable reaction. These investiga- 
tors consider their results sufficiently satisfactory 
to warrant a continuation of their former prophy- 
lactic procedures. 

Rush? of the Department of Public Health and 
Hygiene of the University of Kentucky worked 
with a small group of fifty-six persons, practi- 
cally all of whom showed definite pathology of the 
nose, and about half of whom had demonstrable 
trouble in the throat. In spite of these apparent 
handicaps, almost half of the group showed bene- 
ficial results from the inoculation; about one-third 
showed a doubtful report, and about one-fifth a 
negative reaction. 

No brief is held for or against non-specific 
prophylaxis. Colds are a problem of sufficient 
moment. Any reasonable procedure which gives 
hope of prevention or mitigation should receive 
serious consideration. It is of interest that a large 
mercantile group in central California is expecting 
to use a vaccine as a preventive measure during 
the present autumn. 


C. O. Sappincton, Oakland. 
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Surgery 


he Treatment of Head Injuries.—With the 

advent of the automobile and the progressing 
complexity of modern industry, there is a corre- 
sponding increase in the number of accidents, 
often resulting in more or less serious injury to 
the head. Perhaps in no other type of case is the 
wise and energetic action on the part of the phy- 
sician so important for the ultimate good of the 
patient. It is the object of this contribution to 
review the essential points in the treatment of 
traumatisms of the head. 

When shock is present, treatment favoring the 
proper reaction of the patient is first demanded. 
Such common measures as a hot blanket, judicious 
use of hot-water bottles, and elevation of the foot 
of the bed, together with the use of stimulants, 
are indicated. Hot coffee by rectum is of great 
value if caffein, adrenalin, or pituitrin are not at 
hand for hypodermic administration. 

Treatment of any wound of the superficial tis- 
sues of the head should follow. The simple abra- 
sion or “brush burn” of the skin may be cared for 
by the application of a suitable antiseptic after 
cleansing of the area with soap and water. Areas 
surrounding cuts in the scalp should be shaved, 
the wound cleansed, antisepticized, and closed with 
interrupted sutures, drains being used if the sub- 
aponeurotic space has been invaded. Wounds of the 
head should be dressed daily, so that any sign of 
infection can be detected. In all cases with open 
wounds the use of tetanus antitoxin is advised. 

Unconsciousness of short duration is significant 
of a temporary derangement of the functions of 
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the brain (concussion) and no special treatment 
is necessary. Prolonged unconsciousness is sug- 
gestive of contusion, compression, or laceration of 
the brain with an attendant edema of its substance. 

Dehydration of the brain may be accomplished 
by the use of hypertonic solutions by vein or by 
rectum. Glucose solution (50 per cent) intra- 
venously in 15 to 30 cc. doses, or the adminis- 
tration of 50 per cent solution of magnesium 
sulphate in doses of 2 to 6 ounces by rectum 
(as a retention enema) are probably the most 
accessible in emergency. These procedures should 
be repeated at intervals of four to six hours until 
consciousness is regained. If the period of coma 
is prolonged over twenty-four hours, acidosis 
should be combated by the-use of a rectal drip 
of 2 per cent soda and 5 per cent glucose solution. 
Routine testing for acetone in the urine will assist 
in preventing this condition. 


Spinal puncture is of a diagnostic and thera- 
peutic value. It indicates the rise of intracranial 
pressure and the extent of vascular damage. 
Therapeutically the removal of the fluid tempo- 
rarily reduces pressure and relieves the cortex of 
the irritation of free blood. 


Infection of the intracranial tissues originates 
in implanted contaminated material or through a 
traumatic opening or diploic vein. Where there 
is danger of infection follow the suggestion of 
Crowe to administer 15 grams of hexamethylin 
tetramin (urotropin) four times a day. This ren- 
ders the cerebrospinal fluid slightly antiseptic and 
may help prevent intracranial suppuration. 


Experience has shown that the conservative 
method in fractures of the skull is of greater value 
in lowering the mortality than early recourse to 
surgery. Decompression should be limited to those 
cases which show hemiparesis with spasticity 
immediately or which develop hemiparesis and 
unconsciousness after a lucid interval. A sub- 
temporal craniotomy and opening of the dura 
should be done on the contralateral side to evacu- 
ate the blood-clot and to secure the bleeding point. 
Depressed fractures, especially in adults, call for 
operative interference with elevation of the frag- 
ments. It is unnecessary to add that any surgical 
measures will be most successful in the hands of 
the neurosurgeon. 


Prolonged rest is of great importance in the 
after-care of head injury cases. If faithfully car- 
ried out, it will do much to avoid the unpleasant 
sequelae of headaches, vertigo, tinnitus, and symp- 
toms of nervous imbalance. The patient cannot 
always be convinced of its value, but the physi- 
cian has not discharged his duty until he has 
emphasized the importance of such a program. 


Cyrit B. CourvitLe, Loma Linda. 


Coronado Meeting Reservations.——The tented city 
adjacent to Hotel del Coronado in the south, and 
facing the ocean boulevard will also be opened for 


the annual meeting. Cottages similar to those at 
Yosemite Lodge may be secured. Many members 
doutbless will prefer the seclusion and quiet of these 
detached cottages to rooms in the main hotel. Each 
cottage has automobile parking space, and porch 
space. 
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OFFICIAL NOTICES 


Clinical and Research Prize—From the report of 
Dr. George Dock, chairman of the Committee on 
Clinical and Research Prize, the following is ex- 
cerpted: “The prizes offered for research by the Cali- 
fornia Medical Association have obviously stimulated 
productive work. Competitors can be assured that by 
following the general rules governing papers their 
manuscripts will receive careful and impartial con- 
sideration. Successful essays will secure places on the 
program for the state meeting, and their papers will 
be published in the journal of the state association. 
If on highly technical topics papers may be published 
in special journals. 

It might be well to state that intending competitors 
should not write for further details to members of 
the committee, but should apply to the secretary of 
the Association.” 


Doctor Dock calls the attention of those interested 
to an official notice, page 201 of the September issue 
for more detailed information. 


* * * 


Annual Directory.—The erection of medical office 
buildings in the various cities and towns and the con- 
sequent changes in office location necessitate numer- 
ous changes of address in the California Medical 
Association Directory yearly. 

Methodical members notify the office. Some changes 
are discovered through returned copies of the journal 
and postal notification. Managers of office buildings 
furnish room numbers of their occupants on request. 
County secretaries codperate in locating flitted mem- 
bers. Through one channel or another information is 
secured, but the most satisfactory and most accurate 
is the written personal notification. Before Decem- 
ber 15—the date that the 1929 directory goes to 
press—will all members who have made a change of 
address aid in the accuracy of the next issue by send- 
ing in changes of addresses? 

In the larger office buildings it is necessitated by 
postal law that the correct room number be given 
and in a few of the larger cities mail lacking this 
information is returned. Give, therefore, the name of 
the occupied building, the street, and the room and 
street numbers. 

Names of members in good standing in 1928 only 
are included. Those names of new members who join 
the California Medical Association in 1929 will appear 
in the next annual issue. 

While every effort. is made to eliminate possible 
error, we have yet to publish the perfect edition. We 
ask that each member proofread his own notice and 
on the inserted slip that is enclosed in each copy of 
the directory, send corrections of statement or spell- 
ing, thereby lessening repetition of errors in succeed- 
ing issues. 

* * * 

Coronado Meeting Reservations.—Early reservation 
at Hotel del Coronado by northern members is urged 
by the Committee of Arrangements. Reservations by 
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southern members have already been so numerous 
the Committee of Arrangements have asked that the 
journal notify northern members of this situation and 
ask that they make their reservations immediately. 

The following are the rates which have been made 
for members at the Hotel del Coronado: 

Per Day 

Rooms without bath, but near. one 
Rooms with bath 
Three persons in room with bath 

Rates above quoted include meals. 


The tented city adjacent to Hotel del Coronado in 
the south, and facing the ocean boulevard will also 
be opened for the annual meeting. Cottages similar to 
those at Yosemite Lodge may be secured. Many 
members doubtless will prefer the seclusion and quiet 
of these detached cottages to rooms in the main hotel. 
Each cottage has automobile parking space, and porch 
space. 

Rates per room are quoted at $7.00 and $7.50 per 
day, American plan, with meals at Hotel del Coro- 
nado. The $7.50 rooms are equipped with complete 


bath or private toilets; the $7.00 rooms with running 
water only. 


COUNCIL MINUTES 


Minutes of the One Hundred and Seventy-Fourth 
Meeting of the Council of the California 
Medical Association 


Approved at the One Hundred and Seventy-Eighth 
Meeting of the Council 


Held in Room 242 of the Senator Hotel, Sacra- 
mento, California, Sunday, April 29, 1928, at 8 p. m. 

Present.—Doctors Phillips, Gibbons, Kiger, Kelly, 
Hamlin, Kinney, Duffield, Bingaman, DeLappe, Shep- 
hard, Harris, Rogers, Peers, Catton, Kress, Shoe- 
maker, Curtiss, Pope, and Charles V. Barfield, 
attorney. 


Absent.—Doctor Coffey. 


1. Call to Order.—The meeting was called to order 
by the chairman, Morton R. Gibbons. 


2. Woman’s Auxiliary—Doctor Gibbons informed 
the Council that Mrs. John O. McReynolds, president 
of the Woman’s Auxiliary, was present at the meeting 
and wished to address the Council regarding the for- 
mation of an auxiliary in California. 

Mrs. McReynolds then addressed the Council, out- 
lining the plan of the auxiliary as an avenue for con- 
veying health messages as outlined by organized 
medicine. 


3. Illness of the General Counsel.—The chairman 
advised that Hartley F. Peart, general counsel of the 
Association would be unable to be present at the an- 
nual session on account of illness and that Mr. Charles 
V. Barfield, Mr. Peart’s associate, would advise the 
Association on any matters requiring legal opinion. 

Action by the Council——On motion of Catton, sec- 
onded by Hamlin, it was 

Resolved, That the chairman and the secretary pre- 
pare a telegram to be sent to Mr. Peart, expressing 
deep regret at his inability to be with us, and sincere 
wishes for his early recovery. 


4. Report of the Council—Morton R. Gibbons, 
chairman of the Council, presented the annual report 
of the Council for discussion. It was decided that the 
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matter of increase of membership should be brought 
to the attention of the House of Delegates. 


In the matter of Constitution and By-Laws, it was 
felt that since the House of Delegates would render 
final decision on the question, the report of the Coun- 
cil should include only the resolution of the House 
which was passed in 1927 providing for the revision 
and should make no recommendations thereon. 


Harlan Shoemaker expressed the desire that in con- 
sidering the Constitution and By-Laws, the matter of 
incorporation and referendum be placed before the 
House of Delegates in a separate item from the Con- 
stitution, and consideration thereof be had before dis- 
cussion of the Constitution and By-Laws. 

Action by the Council—On motion of Phillips, sec- 
onded by Duffield, it was 


Resolved, That the Committee on Revision of the 
Constitution and By-Laws submit a report to the 
House of Delegates. 


5. Committee on Handling the Insane.—Joseph 
Catton read the report of the Committee on Handling 
the Insane and suggested that some mention of this 
problem be made in the report of the Council since 
the question had caused considerable discussion 
throughout the state. 


The committee’s report recommended that the com- 
mittee be continued; that it be enlarged and of the 
following make-up: two members and the counsel for 
the state association and two members to be appointed 
by the Section of Neuropsychiatry of the California 
Medical Association. 


Action by the Council—On motion of Duffield, sec- 
onded by DeLappe, it was 
Resolved, That the report of the Committee on 


Handling the Insane be adopted and the committee 
continued. 


6. Committee on Revision of the Constitution and 
By-Laws.—Dr. George H. Kress, chairman of the 


Committee on Revision of the Constitution and By- 


Laws read the report of his committee. Doctor 
Phillips stated that, in view of the fact that the spe- 
cial committee had the final draft ready for printing 
and that Doctor Kress stated that the printing could 
be completed in time for presentation at the first 
meeting of the House of Delegates, he believed it 
might be advisable to have the printing done so that 
the delegates could have the draft before them. 


Action by the Council—On motion of Kelly, sec- 
onded by Hamlin, it was 


Resolved, That the report of the Committee on Re- 
vision of the Constitution and By-Laws be received 
and placed on file. 


Action by the Council—On motion of Phillips, sec- 
onded by Hamlin, it was 


Resolved, That the Council authorize the expendi- 
ture of sufficient funds to have the draft of the com- 
mittee printed so that it can be presented at the first 
meeting of the House of Delegates. 


A vote was then taken on the question of the 
authorization of funds for the printing of the draft of 
the special committee. Motion carried. Doctors 
Catton, Kelly, and Peers voted No. 


7. Incorporation and Enabling Act.—The question 
of presenting the Article of Incorporation and the 
Enabling Act before consideration of the question of 
Constitution and By-Laws, was discussed. 

Action by the Council——On motion of Shoemaker, 
seconded by Catton, it was 

Resolved, That consideration of the Enabling Act 
and the Article of Incorporation be had prior to con- 
sideration of the Constitution and By-Laws. 


Action by the Council—On motion of Kress, sec- 
onded by Duffield, it was 

Resolved, That a committee of three consisting of 
Doctors Shoemaker and Kelly and Mr. Barfield be 
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appointed to present the matter of Incorporation and 
the Enabling Act. 

8. Herzstein Bequest.—It was stated that a resolu- 
tion of appreciation of the bequest of Morris Herz- 
stein should be formulated for presentation to the 
House of Delegates. 

It was the sense of the Council that this should be 
done. The chairman appointed Doctors Hamlin and 
Pope to prepare such a resolution. 


9. Report of the Secretary—Emma W. Pope read 
the report of the secretary which outlined the activi- 
ties of the office of the Association. 

Action by the Council—On motion of Catton, sec- 
onded by Phillips, it was 


Resolved, That the report of the secretary be 
adopted as read. 


10. Report of the Editors.——George H. Kress read 
the report of the editors outlining the policies and 
make-up of the journal for the past year, and giving 
a brief report on the disposition of material received 
for publication. 

Action by the Council—On motion of Phillips, sec- 
onded by Duffield, it was 

Resolved, That the report of the editors be adopted. 

Doctor Phillips stated that an Advisory Committee 
had been appointed at the time the new editors had 
taken over the publication of the journal, but that the 
work of the editors had been carried on so satisfac- 
torily that there was no report other than the sugges- 
tion that the committee be continued. 

Action by the Council—On motion of Hamlin, 
seconded by Duffield, it was 


Resolved, That the committee be continued. 


11. Report of the Auditing Committee—At the re- 
quest of Oliver D. Hamlin, chairman of the Auditing 
Committee, the secretary presented figures excerpted 
from the audit of the books of the Association as pre- 
pared by Hugh Ross, public accountant, giving the 
status of the funds. 

It was the sense of the Council that the report 
showed a satisfactory financial condition. 


12. Report of the Committee on Scientific Program. 
As chairman of the Committee on Scientific Program, 
the secretary presented the report of the committee, 
which was adopted as read. ; 


13. Report of the Legal Department.—In the ab- 
sence of the general counsel, the annual report of 
the legal department was presented by Mr. Charles 
Barfield, Mr. Peart’s associate. 

Action by the Council—On motion of Catton, sec- 
onded by Hamlin, it was 

Resolved, That the annual report of the legal de-_ 
partment be adopted. 


14. Permanent Convention Headquarters.—Harlan 
Shoemaker, chairman of the Committee on Perma- 
nent Convention Headquarters, stated that his com- 
mittee had no report to submit. It was the sense of 
the Council that the interest on the funds carried by 
the Association in “A Permanent Quarters Fund” 
should continue to be added to the principal of the 
fund. 


15. Technical Specialties—The report of the Tech- 
nical Specialties Committee as presented at the one 
hundred and seventy-third meeting of the Council was 
discussed and it was decided that Dr. William Bow- 
man should be asked to present the matter to the 
House of Delegates. 

16. Medical Practice Act Committee——George H. 
Kress, chairman of the Committee on the Medical 
Practice Act presented the report of his committee. 

Doctor Phillips stated that Mr. Alexander R. Heron, 
Director of Finance, State of California, had been in- 
vited to address the Council, and suggested that action 





352 CALIFORNIA AND WESTERN MEDICINE 


on the report of the Committee on the Medical Prac- 
tice Act be deferred until that time. 


17. Date of Annual Meeting—The secretary ad- 
vised that various members of the Association had 
stated that ‘the date of the annual meeting of the 
California Medical Association and the dates of meet- 
ings of some of the larger special societies conflicted, 
which prevented their attendance at one or the other 
meetings. Discussion was then had as to the possi- 


bilities of changing the date of the annual meetings 
to October. 


Action by the Council—On motion of Kelly, sec- 
onded by Hamlin, it was 


Resolved, That a committee be appointed of which 
Doctor Catton would be chairman to canvass the 
various section meetings and ascertain the attitude 
toward a change in the date of the annual meeting 
from the spring to the fall. 


The chairman appointed as members of the com- 
mittee, Joseph Catton, chairman; Lyell C. Kinney and 
Fred R. De Lappe. 


18. Woman’s Auxiliary—On motion of Duffield, 
seconded by Kelly, it was 


Resolved, That a vote of thanks be given Mrs. Mc- 
Reynolds for presenting the matter of the Women’s 
Auxiliary to the Council of the California Medical 
Association, 


19. Adjournment.—There being no further business 
the meeting adjourned to meet in the same place at 
2:30 p. m. Monday, April 30, 1928. 


* * * 


Minutes of the One Hundred and Seventy-Fifth 
Meeting of the Council of the California 
Medical Association 


Approved at the One Hundred and Seventy-Eighth 
Meeting of the Council 


Held in Room 242 of the Senator Hotel, Sacra- 
mento, California, Monday, April 30, 1928, at 2:30 p. m. 


Present.—Doctors Phillips, Kiger, Gibbons, Kelly, 
Hamlin, Kinney, Duffield, Bingaman, DeLappe, Shep- 
hard, Coffey, Harris, Rogers, Peers, Catton, Kress, 
Shoemaker, Curtiss, Pope, and Charles Barfield, 
attorney. 


Absent.—None. 


1. Call to Order—The meeting was called to order 
by the chairman, Morton R. Gibbons. 


2. Mr. A. R. Heron, Bureau of Finance.—The 
chairman of the Council introduced Mr. A. R. Heron 
of the Bureau of Finance to the Council. Mr. Heron 
then explained the proposed plans for carrying out 
the work of the Bureau of Professional Standards, 
stating that it would be the duty of the bureau to set 
the standards for the practice of the profession; deter- 
mine who is qualified to practice the profession; and 
determine the guilt of violators. Mr. Heron then in- 
vited questions from various members of the Council. 


3. Committee on Clinical and Research Prizes.— 

George Dock, chairman of the Committee on Clini- 
cal and Research Prizes, read the following report of 
the committee: 


“Six papers were received. The committee is very 
much pleased by the increased interest in the prize 
competition, due to publicity given by the journal. 


“The contribution most distinctly filling the require- 
ments for research #s one with the nom de plume 
‘B and L,’ entitled ‘An Electrocardiographic Study of 
the Effect of Emetin on the Rabbit’s Heart.’ This 
deals with an important problem and the research is 
very well carried out, and admirably presented. The 
article is worthy of publication in a technical peri- 
odical. The committee recommends that the research 
prize be awarded to the author of this paper. 

“A paper with a nom de plume ‘Cosrel’ on the sub- 
ject of ‘Human Sexual Sterilization,’ may also be con- 
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sidered as a research subject. 
commendation. 

“Four papers are distinctly clinical. One with the 
nom de plume ‘Calvarius’ is entitled ‘A Study in the 
Pathological Physiology of Intracranial Neoplasms— 
The Principle of Transmitted Pressure in the Produc- 
tion of Symptoms.’ The committee recommends that 
this be given first prize for clinical research. 

“A paper under the nom de plume ‘Electric’ entitled 
‘Electric Shock with the Report of an Unusual Case,’ 
deals with a case of unusual interest and is well pre- 
sented and should be published. 

“A paper under the nom de plume ‘Cocohebl’ on 
‘Compensated Complete Heart Block’ is a very good 
clinical study, well illustrated. 


“The remaining paper under the nom de plume 
‘Medicus’ on ‘Vascular Occlusion in Diphtheria with 
Report of a Case’ is an interesting one with a sum- 
mary of the literature. 


“It is probably not necessary to say that in recom- 
mending papers for publication, neither the committee 
nor the Association endorse the conclusions drawn.” 


Action by the Council—On motion of Catton, sec- 
onded by Rogers, it was 


Resolved, That the report of the Committee on 
Clinical and Research Prizes be adopted and the 
thanks of the Association be presented Doctor Dock 
and the members of his committee. 


The secretary informed the Council that the paper 
“B and L” was presented by W. H. Leake and 
Phoebus Berman; and the paper “Calvarius” was sub- 
mitted by Cyril B. Courville. 


The Council was advised that the term of Eugene 
Kilgore, member of the Clinical and Research Prize 
Committee, had expired. 


Action by the Council—On motion of Kelly, sec- 
onded by Peers, it was 


Resolved, That Eugene Kilgore be appointed a 
member of the Clinical Prize Committee to succeed 
himself, for a perior of three years. 


4. Industrial Medical Survey Committee.—Gayle G. 
Moseley, chairman of the Industrial Medical Survey 
Committee, presented a report on the survey made by 
his committee throughout the state, outlining the 
amount of medical service being rendered under the 
Workmen’s Compensation Act and various forms of 
contract practice. 


Action by the Council—On motion of Kelly, sec- 
onded by Shephard, it was 

Resolved, That the report of the committee on 
Industrial Medical Survey be adopted; that the thanks 
of the Association be extended to Doctor Moseley and 
his committee, and the committee be continued. 


Various members of the Council commended Doctor 
Moseley on the excellence of the report as submitted 
and expressed the belief that the report should be pre- 
sented to the Association as a whole. Discussion was 
then had as to the manner of presentation. 

Action by the Council—On motion of Kelly, duly 
seconded, it was 

Resolved, That the editors be instructed to publish 
the report of the Industrial Medical Survey Com- 
mittee in CALIFORNIA AND WESTERN MEDICINE. 


5. Committee on the Medical Practice Act.— 
George H. Kress, chairman of the Committee on the 
Medical Practice Act, was called upon to state 
whether, after hearing the remarks of Mr. Heron, 
there was any further recommendation from his com- 
mittee. Doctor Kress stated that the viewpoint as 
expressed by Mr. Heron was acceptable and he had 
no further report at this time. 

Action by the Council—On motion of Kelly, sec- 
onded by Duffield, it was 

Resolved, That the chairman of the Council appoint 
a committee of three members of the California Medi- 
cal Association who will make it their business to 
maintain contact with the government offices through- 


The paper deserves 
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out the period of formation of this bill in order that 
the attitude of the organized medical profession of the 
state of California may be conveyed to the legisla- 
ture and that committee shall report at intervals to 
the Council. 


6. Woman’s Auxiliary.—The question of the forma- 
tion of a Woman’s Auxiliary was again brought up 
and discussed. 

Action by the Council—On motion of Kress, sec- 
onded by Kelly, it was 

Resolved, That a committee of three, of which 
William Duffield shall be chairman, be appointed to 
make a study of the matter and report to the Council 
prior to Wednesday evening so the Council may be 
able to determine whether or not to recommend the 
formation of such an auxiliary in California to the 
House of Delegates. 


7. Incorporation.—T. Henshaw Kelly explained the 
procedure necessary for the presentation of the En- 
abling Act, Referendum and Incorporation to the 
House of Delegates. 

Action by the Council—On motion of Phillips, duly 
seconded, it was 

Resolved, That the report be adopted and the com- 
mittee proceed with the presentation of the Enabling 
Act, Referendum and Article of Incorporation, as 
outlined. 

Doctor Kress then informed the Council that the 
printing of the draft of the Constitution and By-Laws 
was completed and ready for presentation to the 
House of Delegates. 


8. Annual Assessment.—Discussion was had as to 
the annual assessment of the Association for the 
coming year, 

Action by the Council—On motion of Phillips, sec- 
onded by Kelly, it was 

Resolved, That the present annual assessment of 
$10 prevail for the next year. 


9. Annual Meeting.—Invitations from various cities 
inviting the California Medical Association to hold its 
next session at such cities was presented. Letter from 
the secretary of the San Diego- County Society invit- 
ing the Association to hold its next meeting at Coro- 
nado was read. 

Action by the Council—On motion of Catton, sec- 
onded by Kelly, it was 

Resolved, That the 1929 annual session of the Cali- 
fornia Medical Association be held at Coronado. 

Discussion was then had as to the date of the meet- 
ing. Doctor Catton advised that a poll was being 
taken in the various sections on the question of fall 
or spring meeting. Doctor Phillips then stated that 
a poll would also be taken at the House of Delegates. 

Action by the Council—On motion of Peers, sec- 
onded by Catton, it was 

Resolved, That the president be requested at the 
meeting of the House of Delegates tonight to advise 
that it is the opinion of the Council that the meeting 
for 1929 be set as the first week in October and that 
the president request a standing vote of the House of 
Delegates to ascertain if there is any difference of 
opinion on the matter; and that he advise that a poll 
is also being taken in the various sections. 

Discussion was then had as to the length of the 
next annual session and whether a three or a four-day 
meeting was desirable. 

Action by-the Council—On motion of Phillips, sec- 
onded by Kelly, it was 

Resolved, That the length of the annual session be 
four days. 


10. County Hospitals.—Percy T. Phillips informed 
the Council that since the general counsel had been 
ill, no further investigations had been made on the 
matter of county hospitals and requested that the 
question be passed at this time. 

11. Woman’s Auxiliary—The matter of the forma- 
tion of a Woman’s Auxiliary was again brought up 
and on motion of Phillips, seconded by Kelly, it was 

Resolved, That the Council recommend to the 
House of Delegates the formation of such an auxiliary. 
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12. Adjournment.—There being no further business 
the meeting adjourned to meet in the same place at 
2:30 p. m., Wednesday, May 2, 1928. 

* * * 


Minutes of the One Hundred and Seventy-Sixth 
Meeting of the Council of the California 
Medical Association 


Apecewnd at the One Hundred and Seventy-Eighth 
Meeting of the Council 


Held in Room 242 of the Senator Hotel, Sacra- 
mento, California, Wednesday, May 2, 1928, at 2:30 
p. m, 

Present.—Doctors Kiger, Gibbons, Kelly, Hamlin, 
Kinney, Duffield, Bingaman, DeLappe, Shephard, 
Coffey, Harris, Rogers, Peers, Catton, Kress, Shoe- 
maker, Curtiss, Pope, and Mr. Barfield, attorney. 

Absent.—Doctor Phillips. 


1, Call to Order—The meeting was called to order 
by the Chairman, Morton R. Gibbons. 


2. Minutes of the One Hundred and Seventy-Third 
Meeting of the Council—The secretary read the min- 
utes of the one hundred and seventy-third meeting 
of the Council. Discussion was then had on that por- 
tion of the minutes dealing with the manner of presen- 
tation of the Constitution and By-Laws to the House 
of Delegates. 

Action by the Council—On motion of Kelly, duly 
seconded, it was 

Resolved, That the resolution of Doctor Catton 
regarding the presentation of Constitution and By- 
Laws be stricken from the minutes. 

Action by the Council—On motion of Kelly, duly 
seconded, it was 

Resolved, That the minutes of the one hundred and 
seventy-third meeting of the Council be approved as 
amended. 

3. Medical Practice Act—Doctor Kress stated that 
in view of the facts as presented by Mr. Heron, it 
did not seem advisable to make any recommendations 
to the House of Delegates at this time on the Medical 
Practice Act. 


4. Welfare Committee—Martha Welpton, chair- 
man of the Welfare Committee, presented the report 
of her committee giving its activities throughout the 
year, 

Action by the Council—On motion of Kelly, sec- 
onded by Catton, it was 

Resolved, That the report of the Welfare Commit- 
tee be accepted with thanks for the services rendered. 


5. Minutes of the One Hundred and Fourth Meet- 
ing of the Executive Committee.—The secretary pre- 
sented the minutes of the one hundred and fourth 
meeting of the Executive Committee. 

Action by the Council—On motion of Catton, sec- 
onded by Coffey, it was 

Resolved, That the minutes of the one hundred and 
fourth meeting of the Executive Committee, as mailed 
to all councilors, be approved. 


6. Committee on the History of the California 
Medical Association.—The report of Emmet Rixford, 
chairman of the Committee on the History of the 
California Medical Association, was read. Doctor Rix- 
ford recommended the printing of the report of Dr. 
R. F. Rooney in the journal, since it would serve as 
an example of the type of report desired from all 
counties and also was very interesting reading matter. 
It was stated that Henry Quigley had prepared a 
history of Downieville and Guy Jones had accumu- 
lated enough data for half a volume, and that some of 
this matter might be of interest to the committee. 

Action by the Council—On motion of Kelly, sec- 
onded by Kress, it was 

Resolved, That the report be adopted with the 
recommendations as outlined. 

7. Affiliate Members.—Letter from C. M. Burch- 
field, secretary of the Santa Clara County Medical 
Society, requesting that affiliate membership be 
granted Charles A. Short, M. D., and Blake Franklin, 
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M. D., was read, and discussion ensued as to the quali- 
fications of affiliate membership. 

Action by the Council—On motion of Kress, sec- 
onded by Duffield, it was 

Resolved, That in granting affiliate membership to 
any member as permissible under Article 3, Section 3 
of the Constitution, the Council shall do so only by 
proper resolution in each affiliate membership so con- 
sidered, in which resolution the reasons and conditions 
governing such grant of affiliate membership, are 
stated; and be it further 

Resolved, That at any time that the reasons for 
granting such affiliate membership shall cease the 
member shall automatically cease to be an affiliate 
member of this Association. 

Action by the Council—On motion of Coffey, sec- 
onded by Peers, it was 

Resolved, That Charles A. Short, M. D., and Blake 
Franklin, M. D., be granted affiliate membership in the 
California Medical Association on account of illness. 

Action by the Council—On motion of Kress, duly 
seconded, it was 

Resolved, That Harlan Shoemaker consult with 
Granville MacGowan, with power to act, and report 
back to the Council. 


8. Legislative Committee——Doctor Shoemaker re- 
ported that the present activities of the Legislative 
Committee consisted of watching the various legisla- 
tion before Congress and keeping our Senators and 
Representatives informed. 

Action by the Council—On motion of Catton, sec- 
onded by Peers, it was 

Resolved, That the report of the committee be 
accepted. 


9. Councilor Visits—Kinney—First District: I have 
visited four societies in my district. I have been very 
much pleased, as I have seen them at work. 

Riverside is meeting its problem of attendance in- 
terest by running symposiums taking a subject like 
“angina” and trying to cover definite phases of interest 
to men in private work. 

San Bernardino is having one local and one outside 
speaker each month. The local papers are well pre- 
pared and well presented. 

Imperial meets the problem of a small membership 
scattered over a large territory by meeting one month 
in one town and the next month in another, etc. The 
men in the town where the meeting is to be held are 
responsible for the program, They show a very live 
interest. San Diego meets with them about once a 
year. 

San Diego has been exceptionally fortunate in the 
men they have had as speakers. Dr. Henry Sevell of 
Denver, Dr. Allan Krause, Doctor Kerr of San Fran- 
cisco, as well as many other outside speakers, have 
addressed us. Throughout the county theré has been 
exceptional interest in the problems of the society. 

10. Adjournment.—There being no further busi- 
ness the meeting adjourned to meet in the same place 
at 8 a. m. Thursday, May 3, 1928. 

+ + 


Minutes of the One Hundred and Seventy-Seventh 
Meeting of the Council of the California 
Medical Association 


Approved at the One Hundred and Seventy-Eighth 
Meeting of the Council 


Held in Room 242 of the Senator Hotel, Sacra- 
mento, California, Thursday, May 3, 1928, at 8 a. m. 

Present.—Doctors Phillips, Kiger, Gibbons, Kelly, 
Hamlin, Kinney, Duffield, Bingaman, DeLappe, 
Harris, Rogers, Peers, Catton, Shephard, Harris, 
Kress, Shoemaker, Curtiss, Pope, and Mr. Barfield, 
attorney. 

Absent.—Doctor Coffey. 


1. Call to Order.—The meeting was called to order 
by the chairman, Morton R. Gibbons. 

2. Adjournment of the 1927 Council.—On motion 
of Shoemaker, seconded by Kelly, it was 
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Resolved, That the 1927 Council adjourn sine die; 
that the 1928 Council convene and that the secretary 
call the roll. 

Present.—Doctors Kiger, Gibbons, Kelly, Hamlin, 
Pallette, Kinney, Duffield, Bingaman, DeLappe, 
Harris, Rogers, Peers, Catton, Shephard, Kress, Shoe- 
maker, Curtiss, Pope, and Mr. Barfield, attorney. 

Absent.—Doctor Coffey. 

3. Election of Chairman.—President William H. 
Kiger was asked to take the chair until a chairman 
of the Council was elected. 

Action by the Council—On motion of Duffield, 
seconded by Kelly, it was 

Resolved, That Oliver D. Hamlin of Oakland be 
elected chairman of the Council for the ensuing year. 

Doctor Hamlin then took the chair. 


4. Appointment of the Secretary—On motion of 
Peers, seconded by Kelly, it was 

Resolved, That Emma W. Pope of San Francisco 
be appointed to succeed herself as secretary of the 
Association for the ensuing year, at her present salary. 

5. Appointment of the Editor—On motion of Gib- 
bons, seconded by Kelly, it was 

Resolved, That Dr. George H. Kress and Dr. 
Emma W. Pope be appointed as associate editors 
under the same provisions and conditions as set forth 
in the resolution of the Council adopted at its one 
hundred and sixty-sixth meeting, March 19, 1927. 

‘6. Appointment of the General Attorney.—On 
motion of Kress, seconded by Kelly, it was 

Resolved, That the present general counsel, Mr. 
Hartley F. Peart be reappointed to succeed himself 
for the ensuing year at his present salary. 

7. Edward M. Pallette—Edward M. Pallette of 
Los Angeles, vice-president of the Association, was 
introduced to the members of the Council by Dr. 
William Duffield. 


8. Appointment of the Assistant General Counsel. 

On motion of Kelly, duly seconded, it was 

Resolved, That Hubert T. Morrow of Los Angeles 
be reappointed to succeed himself as assistant general 
counsel for the ensuing year at his present salary. 

9. Appointment of the Arrangements Committee. 
The president of the Association, William H. Kiger, 
informed the Council that he had appointed as mem- 
bers of the Arrangements Committee for 1929, Mott 
Arnold, chairman; C, E. Rees and James F. Churchill. 

10. Date of Annual Meeting.—Discussion was had 
as to the date of the fall meeting of the Council and 
it was decided that October 6, 1928, be set and the 
Biltmore Hotel, Los Angeles, be the place of meeting. 

11. Date of 1929 Annual Meeting.—Discussion was 
had as to the date of the 1929 annual meeting. 

Action by the Council—On motion of Kress, sec- 
onded by Kelly, it was 

Resolved, That the date of the 1929 annual session 
be set as May 6 to 9, 1929, inclusive. 

12. Annual Dues.—Resolution of Doctor Spiro re- 
garding the reduction of dues of the Association 
whenever the membership shall reach 75 per cent of 
the total licensed physicians and surgeons in Cali- 
fornia was discussed, and it was pointed out that it 
was impossible to make recommendations on a con- 
tingency which did not exist. 

Action by the Council—On motion of Gibbons, 
seconded by Kress, it was 

Resolved, That because the Council has not the 
authority to set dues for future years and because the 
contingency referred to in the resolution does not 
exist, the resolution be filed. 


13. Redistricting Councilor Districts—The resolu- 
tion presented at the House of Delegates requesting 
consideration of the matter of redistricting councilor 
districts was discussed. 

Action by the Council—On motion of Rogers, duly 
seconded, it was 

Resolved, That a committee of three members of 
the Council be appointed to make investigations in 
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their respective sections and report to the Council at 
its fall meeting. 

14. Councilor Visits.—Duffield—Second District: 
Doctor Duffield reported on a meeting held at Ven- 
tura at which conditions of the county hospital were 
discussed. I did not visit Orange County. I think 
you are all familiar with the fact that Los Angeles 
has a large, growing, strong organization. The bone 
of contention seems to be the $100 initiation fee. A 
great many men from Los Angeles claim they have 
not joined the Association on account of the fee. The 
men who are in the Association realize the value of 
membership and organization, and if we can convince 
those outside of this, we will largely increase our 
membership. 

Bingaman—tThird District: I have nothing new to 
report. Everything is.very satisfactory in Monterey 
and Salinas. We have had Doctor Phillips with us 
and he gave a very interesting talk. On account of 
the geographical situation of the counties it is diffi- 
cult to have well-attended meetings. Some of the 
men have to come one hundred and forty miles to 
attend a meeting. When we have meetings in Salinas 
the near-by men are there. As far as possible we hold 
meetings at different points. A fairly large portion of 
the physicians in the counties belong to the different 
societies. 


DeLappe—Fourth District: I have visited every 
society in my district except Tulare. Their meeting 
was Sunday afternoon and I was unable to attend. 
The membership of all my societies is a little better 
than in the average society. Special speakers are 
secured for the meetings and they are well attended. 
I have heard expressions on the condition of the 
journal, and it is the unanimous view that it is in 
better condition than ever before. 


Hamlin—Seventh District: In the Seventh District 
I have four counties: Alameda, San Joaquin, Contra 
Costa, and Calaveras. I have visited San Joaquin 
three times during the year—twice alone and once 
with Mr. Peart. San Joaquin County has some com- 
plications. Their county hospital presents a problem. 
However, I am glad to hear from Doctor Barnes that 
conditions at present are much better. Many well- 
to-do people are being cared for in their county hos- 
pital. Through the efforts of Mr. Peart and through 
some experience I have had in organizing the social 
service work in Alameda during the past ten years, 
I have been able to give some advice. In Alameda 
County we have a new hospital where we take the 
average patient after investigation and make no 
charge. We are endeavoring to keep down the able- 
to-pay problem. The social service in Alameda has 
been able to care for admissions so far. I think Contra 
Costa is the most harmonious society in the Associa- 
tion. There are fifty-seven doctors in the county, and 
thirty-three are members. Through the efforts of the 
doctors a new private hospital is being built. There 
is one county hospital where all the doctors are on 
the staff. By having a private hospital they hope to 
take care of the part-pay patient. I have not visited 
Calaveras County. There are but five doctors in the 
county. 

Harris—Eighth District: In Sacramento the county 
nas recently built a new county hospital, which is not 
yet completed. The man who is most interested in 
the project takes great pride in the hospital. We 
have a social service system similar to Alameda 
County. We do not take part-pay patients. Yuba- 
Sutter is getting along nicely. Recently some new 
members have come into the society and livened up 
matters and we look for interesting meetings from 
now on. Shasta is working together much better than 
in the past. In Lassen-Plumas it is difficult to get the 
men together for a meeting, they are so widely 
separated. 

Rogers—Ninth District: I have been a little lax 
in my visits. Several societies do not hold meetings 
during July and August, and some hold no meetings 
during the winter months. I intended visiting Solano 
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last fall, but had to call the visit off on account of 
sickness in the family. Joint meetings are held be- 
tween Sonoma and Mendocino. Napa and Sonoma 
also hold joint meetings. Sonoma has recently taken 
in several new members, and there is more harmony 
in the county. Napa has a little problem. There is a 
Sanitarium there which has recently inaugurated a 
service in obstetrics in order to give its nurses train- 
ing in obstetrics, and this is causing friction among 
the doctors. In Mendocino it is hard to get the doc- 
tors together. In the northern counties the emer- 
gency patients from automobile accidents present a 
large problem. Eighty-five per cent of the patients 
leave the hospitals without payment of expenses and 
are never heard of again. In Marysville the service 
clubs will guarantee payment of the emergency cases 
in case the patient does not pay. 


15. Emergency Hospital Care—After discussion of 
the problem of unpaid expense of emergency cases 
treated at hospitals, on motion of Rogers, seconded 
by Gibbons, it was 

Resolved, That a special committee of three mem- 
bers be appointed to study conditions developing 
through the state in connection with emergency auto- 
mobile accident cases. 


16. Councilor Visits.—Shephard— Fifth District: 
The membership in Santa Clara County represents 
a better average than most of the counties in the 
society. Nearly every man in practice in Santa Clara 
County who has been a resident for six months is a 
member of the society. We have recently revised the 
Constitution and By-Laws of our society. We are 
working on a plan of extension of education. During 
the last three years we have had lecture courses given 
under the supervision of the San Jose Hospital Asso- 
ciation to which 50 per cent of the members of the 
society belong. We have brought men from the East 
to give lectures. This is being very heartily supported. 
Santa Cruz is well taken care of. San Mateo County 
is complaining against some of the members of San 
Francisco County on account of a hospital located at 
South San Francisco which is taking many patients 
from San Mateo. San Benito County is divided into 
various factions, and it is impossible to get them to- 
gether. I believe it would be better if San Benito were 
transferred to another district. It might be well if they 
were permitted to meet with Salinas. 


17. Constitution and By-Laws.— Doctor Kress 
stated that the type used in setting up the latest 
revision of the Constitution and By-Laws was being 
held and that it might be advisable to ship it to San 
Francisco if it were decided to print this revision in 
CALIFORNIA AND WESTERN MEDICINE. 

Action by the Council—On motion of Gibbons, 
seconded by Duffield, it was 

Resolved, That the remarks of Doctor Kress be 
referred to the new Committee on Constitution and 
By-Laws, which is to be appointed, and that the 
printer be asked to hold the type. 


18. Adjournment.—There being no further busi- 
ness the meeting adjourned. 


Morton R. Gissons, Chairman. 
EMMA W. Pope, Secretary. 


COMPONENT COUNTY SOCIETIES 


CONTRA COSTA COUNTY 


The Contra Costa County Medical Society held its 
regular monthly meeting October 13 at the Abbott 
Emergency Hospital, Richmond. This meeting was 
especially interesting and educational as a result of 
the addresses of two prominent San Francisco doc- 
tors, Doctor Lisser and Doctor Shepardson. 

Doctor Lisser gave a paper on the “Contra Costa 
Goiter Survey of the High Schools of Contra Costa 
County.” He pointed out the interesting fact that 
there is a low rate of goiter among the high school 
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children of this county, the rate being 2.42 per cent 
of those examined. 

Miss Rachael Miller, school nurse of the county, 
spoke also, thanking Doctors Lisser and Shepardson 
for their painstaking work in the survey. 


Doctor Shepardson gave a very instructive paper 
entitled “Treatment of Diabetic Coma.” 

Dr. J. F. Feldman was voted a member of the 
society. 

Luncheon at Martin’s Grill was enjoyed at the close 
of the meeting. 


. S. N. Wel, Secretary. 


FRESNO COUNTY 


The October meeting of the Fresno County Medical 
Society was held on the second of the month at the 
California Hotel, Fresno. 


Dr. Eugene Kilgore of the University of California 
gave an impressive talk on “The Diagnosis of Com- 
mon Heart Disease.” The lecture was illustrated by 
a number of very interesting electrocardiographic 
tracings. The history of each case was first given, then 
the electrocardiogram explained. Doctor Kilgore made 
it clear that the history and clinical examination of 
the patient were more important than the electro- 
cardiographic work. However, in certain mild cases 
where there is a slight pain in the cardiac region the 
cardiographic tracing is valuable to determine the seat 
of the lesion. 


The paper was discussed by Doctors C. O. Mitchell, 
R. B. Tupper, and G. A. Hare. 


& 
SAN BERNARDINO COUNTY 


Minutes of the meeting of the San Bernardino 
County Medical Society held at the County Hospital 
October 2. 


Dinner was served at 7 p. m. There were about 
sixty present, a great majority of whom were our 
county medical society members. After dinner the 
meeting was opened by the reading of the minutes of 
the previous session. There being no business to 
bring before the meeting the election of officers was 
held. The nominations follow: 


President, Dr. F. F. Abbott. Nominated by Dr. P. 
Savage, seconded by Dr. C. Hilliard. 


First vice-president, Dr. W. Pritchard. Nominated 
by Dr. C. Hilliard, seconded by Dr. Moseley. 


Second vice-president, Dr. D. C. Mock. Nominated 
by Dr. E. W. Burke, seconded by Dr. S. Richards. 


Secretary-treasurer, Dr. E. J. Eytinge. Nominated 
by Dr. A. Gage, seconded by Dr. H. Hill. 


Delegates to state medical society—Dr. G. Moseley, 
nominated by Dr. F. Abbott, seconded by Dr. P. 
Savage; Dr. F. F. Abbott, nominated by Dr. M. 
White, seconded by Dr. S. Richards. 


Alternates to state medical society—Dr. E. L. 
Tisinger, nominated by Dr. J. Evans, seconded by 
Dr. C. Hilliard; Dr. S. Richards, nominated by Dr. C. 
Whitmer, seconded by Dr. G. Moseley. 


Upon motion by Doctor Folkins and seconded by 
Doctor Richards, the secretary was instructed to cast 
one ballot and the above were declared elected. The 
retiring president inducted the incoming president to 
his office. Upon motion by Doctor Whitmer and sec- 
onded by Doctor Moseley the dues for the ensuing 
year were fixed as $15. Upon motion by Doctor Gage 
and seconded by Doctor Hilliard the secretary was 
instructed to write a letter to the Board of Super- 
visors thanking them for their part in making this 
meeting possible. The address of the retiring presi- 
dent, “The Trend of Medical Practice,” was given, 
and followed by that of Mr. Walter Hartzell, “The 
Physician and the Law.” After a brief speech by the 
incoming president the meeting was adjourned at 
10 o'clock. 


Joun M. FRAWLEY. 


E. J. Eytince, Secretary. 
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SAN DIEGO COUNTY 


The new sanitarium in San Diego County, built on 
the cottage plan, for the treatment of tuberculosis in 
its various forms and for other diseases of the respira- 
tory tract is an institution of much promise. Situ- 
ated on a ten-acre tract at Alpine, about thirty miles 
east of San Diego, at an elevation slightly over two 
thousand feet, no more ideal location could be found 
for such a purpose, and we feel sure that under the 
careful direction of Dr. Rolph Barkema this institution 
will fill a field of much usefulness. 


The first program furnished after the summer recess 
by the staff of the San Diego County General Hos- 
pital was one of varied clinical interest. Several in- 
teresting cases of middle ear infections from the chil- 
dren’s ward illustrated how easy it is to center our 
minds on the nutrition of the child to the exclusion 
of extraneous infections. A very interesting case of 
atypical anemia was reported with autopsy findings 
suggesting a probable case of Gaucher’s disease. 

The October monthly dinner of the medical society 
was featured by some interesting moving-picture reels 
illustrating in detail the manufacture of diphtheria 
and scarlet fever antitoxins and the vaccines of small- 
pox and typhoid fever. Also the story of cod-liver oil 
was entertainingly told in moving pictures. 

RoBert POLiock. 
& 
SAN JOAQUIN COUNTY 


The stated meeting of the San Joaquin County 
Medical Society was held Thursday evening at 8:30 
p. m., October 4, in the hall of the Medico-Dental 
Club, 242 North Sutter Street. 


The meeting was called to order at 8:30 p. m., Dr. 
John J. Sippy presiding. Twenty-one members were 
in attendance. Doctors R. J. Millzner and Lewis Gun- 
ther of San Francisco, guests and speakers of the 
evening. 

The minutes of the previous meeting were read and 
approved. 


A communication from J. W. Davidson, special 
agent of the Board of Medical Examiners for prose- 
cuting illegal practitioners, calling attention of the 
society to the excellent codperation he received from 
the City Attorney’s office and Judge Cecil Johnson of 
the Police Court, was read and ordered filed. 

The chair presented Doctor Millzner, who gave an 
excellent discussion of the “Injection of Varicose 
Veins.” He illustrated his talk by lantern slides. 

Doctor Gunther spoke on “The Radicular Syndrome 
in Hypertrophic Osteoarthritis of the Spine.” 

The radicular syndrome of spinal osteoarthritis is 
characteristic enough in its manifestation to be recog- 
nized as such and to be differentiated from visceral 
diseases which it may simulate, and from the visceral 
diseases which it sometimes masks by its outstanding 
symptom pain. 

The chair remarked that the society was very for- 
tunate in having heard these talks and that we were 
much indebted to the doctors for their clear, concise 
and practical discussions of their subject, and deemed 
it a pleasant privilege to express the appreciation and 
thanks of the society to the speakers of the evening. 

There being no further business the meeting ad- 
journed at 10 p. m. 

Frep J. CoNZELMANN, Secretary. 


*% 
SANTA CRUZ COUNTY 


The society met in the clubroom at the Casa del 
Rey September 26, at which time Dr. T. Henshaw 
Kelly of San Francisco presented a paper on “The 
Conduct of Labor.” In addition to a general con- 
sideration of the subject, the more common complica- 
tions were discussed. The technique described is that 
used successfully by Doctor Kelly and Dr. R. K. 
Smith and, although differing in some particulars from 
the more or less stereotyped textbook methods, it im- 
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pressed the audience as being practical and efficient. 
We appreciated having Doctor Kelly with us and 
unanimously recommend his paper to any group which 
will appreciate a practical and instructive evening 
devoted to the subject of obstetrics. 


The new tuberculosis pavilion at the Santa Cruz 
County Hospital opened October 1 with the admission 
of six patients. The unit is located in the vicinity of 
the county hospital group and has a patient capacity 
of sixteen beds. Provision is thus made for the indi- 
gent cases of tuberculosis in Santa Cruz County. 


SAMUEL B. RANDALL, Secretary. 


CHANGES IN MEMBERSHIP 
New Members 


Los Angeles County—Ferris Arnold, I. S. Clark, 
F. C. Hertzog, C. C. Tolleson, V. Ray Townsend, 
Long Beach; Wilmot Ayres, H. Marlin Beerman, 
R. Emerson Bond, Lloyd A. Burrows, LeRoy S. 
Campbell, Marcus Goodwin, C. Edward Harris, 
Stanley W. Imerman, Linford Henry Lee, Edward S. 
Lodge, Louis I. Melnick, John Bertram Peterson, 
Arthur E. Smith, Reginald L. Sturges, Albert D. 
Leiser, Los Angeles; Marvel Beem, Sawtelle; Henri- 
etta Frederickson, Pasadena; Arthur E. Guedel, 
Wyant LaMont, Beverly Hills; Walter W. Horst, 
Wilmington; Ralph W. Schaeffer, Redondo Beach. 

San Diego County—Frances E. Toomey, San Diego. 

San Francisco County—Theodore L. Althausen, 
Bernard A. Cody, Mendel L. Cohn, J. Gordon Hen- 
derson, John P. Hickey, Albert L. Leveton, Dell T. 
Lundquist, Francis Justin McCarthy, Victor C. Mc- 
Phee, Margaret Clare Malone, John Jay O’Connor, 
James C. Parrott, Raymond R. Scott, Paul E. Suehs, 
Jean B. Wilson, San Francisco; Thomas M. Potasz, 
Northville, Michigan. 

San Mateo County—James P. H. Dykes, Redwood 
City; Olin M. Holmes, San Mateo. 

Santa Clara County—Earl O. G. Schmitt, Gilroy. 

Ventura County—William Felberbaum, Santa Paula; 
Asa B. Carmichael, Robert M. Jones, Ventura. 


Transferred Members 


Frank E. Blaisdell, Jr., from Ventura to Santa Bar- 
bara County. 

Mark A. Glaser, from San Francisco to Los Angeles 
County. 

H. M. Kanner, from San Francisco to Sacramento 
County. 

Reinhard V. Looser, 
Joaquin County. 

Dell T. Lundquist, from San Francisco to Santa 
Clara County. 

L. J. Schermerhorn, from California to Michigan. 

Alden C. Thompson, from San Bernardino to Santa 
Clara County. 


from Yolo-Colusa to San 


Deaths 


Fundenberg, George B. Died at Los Angeles, Octo- 
ber 5, 1928, age 65 years. Graduate of Medical School 
University of Pennsylvania, 1887. Licensed in Cali- 
fornia, 1912. Doctor Fundenberg was a member of 
the Los Angeles County Medical Association, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


Juell, Nils Roth H. Died at Santa Rosa, August 25, 
1928, age 78 years. Graduate of Rush Medical College, 
Illinois, 1884. Licensed in California, 1914. Doctor 
Juell was a member of the Sonoma County Medical 
Society, the California Medical Association, and a 
Fellow of the American Medical Association. 

Kline, Max Otto. Died at Los Angeles, Septem- 
ber 22, 1928, age 30 years. Graduate of University 
of Pennsylvania, 1921. Licensed in California, 1923. 
Doctor Kline was a member of the Los Angeles 
County Medical Association and a Fellow of the 
American Medical Association, 

Sanders, Harold Armstrong. Died at Los Angeles, 
March 8, 1928, age 49 years. Graduate of New York 
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Homeopathic Medical College, 1905. Licensed in Cali- 
fornia, 1919. Doctor Sanders was a member of the 
Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 


Simpson, William. Died at San Jose, September 23, 
1928, age 82 years. Graduate of Long Island College 
Hospital, New York, 1878. Licensed in California, 
1881. Doctor Simpson was a member of the Santa 
Clara County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 


UTAH STATE MEDICAL 
ASSOCIATION 


WILLIAM D. DONOHER, Salt Lake 
H. P. KIRTLEY, Salt Lake 
M. M. CRITCHLOW, Salt Lake 


J. U. GIESY, 701 Medical Arts Building, Salt Lake 
Associate Editor for Utah 


OFFICIAL NOTICE 


The attention of the secretaries of all component 
societies is called to our desire to make the Utah sec- 
tion of CALIFORNIA AND WESTERN MEDICINE a mirror of 
all the medical activities of the state. 


The assistant editor for Utah again invites each 
society of the state to instruct the secretary to for- 
ward news of society meetings to the editor at 701 
Medical Arts Building, Salt Lake City, not later than 
the tenth of each month. 


Thus far three of the component units have been 
pleased to codperate. Salt Lake, Weber, and Utah 
counties are represented now monthly. Utah col- 
leagues not living in Box-Elder and Cache counties 
would be pleased to read of the activities of the 
component societies of those counties. We hope for 
representation by them in an early issue. 


COMPONENT COUNTY SOCIETIES 
SALT LAKE COUNTY 


The regular meeting of the Salt Lake County Medi- 
cal Society was held in the L. D. S. Hospital, Salt 
Lake City, Monday, September 10.:- 

The meeting was called to order at 8 p. m. by Presi- 
dent W. F. Beer. Fifty-seven members were present. 

Minutes of the meetings of June 11 and June 28, 
were read and accepted without correction. 

Application for membership in the society of Dr. 
M. E. Bird of Murray, Utah, was read and referred 
to the board of censors. 

The meeting was devoted to a clinic of interesting 
cases from the hospital presented by members of the 
staff as follows: 

Dr. J. F. Sharp, case, cesarean section with history 
of rupture of the uterus on two occasions. 

Dr. C. R. Cornwall presented a woman with double 
tertian type of malaria. 

Dr. O. J. LaBarge, case of Mexican with malaria, 
and outlined the life cycle of the Anopheles mosquito. 

Dr. LeGrand Woolley presented two case histories. 

Dr. Fred Stauffer presented a woman upon whom 
he had recently done a right external radical frontal 
sinus operation. 

For Dr. J. E. Tyree, Dr. D. B. Gottfredson pre- 
sented a specimen of hemangioma of the liver. 

Adjournment at 9:35 p. m., after which refresh- 
ments were served by the hospital. 

Eow. D. LeCompte, Acting Secretary. 
* * * 

The regular meeting of the Salt Lake County Medi- 
cal Society was held in the Medical Arts Building, 
Salt Lake City, Monday, September 24. 

The meeting was called to order at 8:15 p. m. by 
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President William H. Beer. 
‘and one visitor were present. 

Minutes of the previous meeting were read and 
accepted without correction. 

J. H. Peck of Toosle presented a specimen of a 
very large placenta. 

The paper of the evening was read by F. F. Hatch 
and dealt with partial gastric resection under local 
anesthesia. His paper was very complete, discussed 
the indications and the technique, and was illustrated 
in detail by lantern slides. 

This very interesting paper was discussed by E. F. 
Root, R. T. Richards, F. D. Spencer, T. C. Gibson, 
and L. A. Stevenson. 

Adjournment at 9:20 p. m. 


M. M. CritcHLow, Secretary. 
2 ¢ ¢ 


The regular meeting of the Salt Lake County Medi- 
cal Society was held at the Hotel Utah, Salt Lake 
City, Monday, October 8. 

At 7 p. m. dinner was served, where the members 
had an opportunity of getting better acquainted with 
each other. The appetite was whetted by orchestral 
selections. 

The scientific meeting was called to order at 8:15 
p. m. by President William F. Beer. There were 
seventy-eight members and four visitors present. 

Minutes of the previous meeting were read and 
accepted without correction. 

The society was very fortunate in having two San 
Francisco guests as their speakers. D. W. Sooy, sur- 
geon for the Southern Pacific Railroad, read a very 
thorough paper on “Clinical Considerations of Goiter.” 
His paper covered the history, classification, pathol- 
ogy, treatment, postoperative treatment, complications 
and precautions to be taken to avoid complications. 
The subject was covered in a masterly manner, and 
was discussed by E. F. Root, R. T. Richards, W. D. 
Donoher, and L. A. Stevenson. 

The second paper was on “Peptic Ulcer” by James 
‘Guilfoil, gastro-enterologist of the Southern Pacific 
Railroad. His paper was based on a series of one 
hundred patients treated at the Southern Pacific Hos- 
pital. They were thoroughly worked up, checked and 
rechecked. He discussed the basis for symptoms, the 
causes of pylorospasm, the complications and the indi- 
cations for surgery. He concluded his paper with a 
discussion of the treatment emphasizing the impor- 
tance of rest. This paper was extremely interesting 
and covered the subject as completely as possible in 
such a short time. The paper was discussed by G. G. 
Richards, F. B. Bailey, G. A. Cochran, F. F. Hatch, 
and Ralph Tandowsky. D. W. Sooy closed the sub- 
ject with some remarks on gastric surgery. 

President Beer appointed L. N. Ossman to repre- 
sent the Salt Lake County Medical Society codperat- 
ing with the state committee on public policy. 

President Beer appointed John F. Sharp on the 
Committee to Revise the Fee Schedule in the place 
of the late Doctor Calonge. J. P. Kerby was made 
chairman of this committee. 

Adjournment at 10:45 p. m. 

Many of the members expressed their satisfaction 
with the meeting, and suggested that similar meetings 
be held from time to time in the future. 

M. M. CritcHLow, Secretary. 
& 


UTAH COUNTY 


The first of the winter meetings of the Utah County 
Medical Society was held at the Hotel Roberts, 
Wednesday, September 26, at 6:30 o’clock. 

As usual the function began with a dinner, after 
which the scientific program was held. 

This consisted of two papers: first, “Pick-Ups at 
the Mayo Clinic,” presented by Walter T. Hasler; 
second, “Some General Points of Interest from the 
Meetings at Denver,” given by L. W. Oaks. 

Miss Harris, Provo City school nurse, gave an ad- 
dress for the consideration of the members, covering 
her ideas of home cases and what advice she should 


Thirty-three members 
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be permitted to give to patients whom she visited in 
the home. The thought of this talk was to establish 
a closer liaison between the members of the society 
and the nursing service in the public schools, in order 
that the work of both might be harmonized. 


ARNOLD E. Rosison, Secretary. 
%& 


WEBER COUNTY 


Meeting of the Weber County Medical Society was 
held September 20, at the Hotel Bigelow, President 
W. R. Brown presiding. Minutes of the previous 
meeting were read and approved. 

The usual dinner preceded the meeting. Dr. R. A. 
Pearse of Brigham City invited the Weber County 
Medical Society to meet with the Box-Elder County 
Medical Society at 7 p. m. on October 10. This was 
unanimously accepted and Dr. W. R. Brown thanked 
the Box-Elder County society for the invitation. It 
was voted that this meeting at Brigham City is not 
to replace our regular meeting. 

A letter from Superintendent Hopkins asked that 
in addition to the routine examination of the school 
children by the society, the work include any vacci- 
nation or inoculation of new children. The society 
went on record, however, as being opposed to doing 
more than giving each child a complete examination. 
Dr. R. L. Draper asked that the examination be made 
a uniform one, and that we use the cards sent out by 
the school board. 

Applications of Doctors Vernon S. Downs and 
George W. Buchanan were read; both had been ap- 
proved by the board of censors and both were unani- 
mously admitted to membership. 

Dr. Ezra C. Rich moved on behalf of the American 
Legion that a donation of $150, to help defray the 
expenses of the Legion drum corps when they attend 
the Legion meet in Texas, be authorized. Seconded 
by Dr. J. R. Morrill. Dr. Edward I. Rich made an 
amendment to the motion that the amount be set at 
$100. Discussion by Doctors N. H. Savage, L. R. 
Jenkins, and George M. Fister. A substitute motion 
by Dr. N. H. Savage that each doctor contribute 
voluntarily was unanimously passed. 

The program for the evening consisted of two very 
ros papers. Dr. Edward I, Rich reviewed his 
thirty-five years of obstetrical practice in Utah; dur- 
ing this time Doctor Rich has attended over four 
thousand deliveries. He recalled the many hardships 
encountered in the early days of his practice. This 
paper was very much enjoyed by the society. Dr. 
W. E. Whalen and Dr. Ezra C. Rich opened the dis- 
cussion. Second paper, by Dr. V. S. Ward, was 
equally interesting. The subject was the “Asphyxiated 
Infant.” This paper was discussed by Doctors L. A. 
Smith and Eugene Smith. 

Dr. Eugene Smith presented a case of erythema 
infectiosum. 

Meeting adjourned. 

Georce M. Fister, Secretary. 


NEWS 


The winter meetings of the Holy Cross Hospital 
Clinical Association opened auspiciously on the night 
of September 17, with a good attendance. Dr. O. S. 
Fowler of Denver, Colorado, presented a paper on 
“The Importance of the Ptosed Kidney—What Shall 
We Do with It?” 

The doctor spoke at length and in an exceedingly 
interesting manner on this subject, presenting his own 
views on the best method of handling the displaced 
kidney, and illustrating his technique of using fascial 
strips as suture material for the surgical attack on the 
problem rather than the materials now more com- 
monly used. 

It is desired to extend an invitation to all members 
of the association to bring nonmembers to these meet- 
ings as their guests. Secretary Curtis has a lot of 
interesting material in sight for the meetings which 
will follow this first. 
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University of California Doctors Plan Alumni 
Celebration.—Physicians from every part of the state 
who are graduates of the University of California 
medical school, will gather in San Francisco on Fri- 
day, November 23, to participate in an Alumni Day 
celebration, in preparation for the big game between 
Stanford and California, Saturday, November 24. 

In making announcement of this celebration, Dean 
Langley Porter of the medical school explained that 
the custom of holding alumni days semiannually, 
was inaugurated last spring. Each spring gathering 
will be held at the University Hospital, and each fall 
gathering on the day before the big game, will be 
held at the San Francisco City and County Hospital. 

* * * 

Program Semiannual Alumni Day, Friday, 
November 23, San Francisco Hospital, 
Twenty-Second and Potrero Avenue 
MORNING SESSION 
DEPARTMENT OF SURGERY 
9-12 A.M. OPERATIVE CLINICS 
East and West Amphitheaters. Drs. H. Brunn, 
G. K. Rhodes, A. R. Kilgore, H. Fleming, C. L. Cal- 
lander, S. H. Mentzer, O. W. Jones, W. B. Faulkner, 
E. C, Bull, F. C. Linde, J. L. Loutzenheiser, R. Soto- 
Hall. Thoracoplasty; Phrenectomy; Partial Gastric 
Resection; Cholecystectomy; Radical Mastectomy; 
Open Reduction of Fractured Femur. 
DEPARTMENT OF GYNECOLOGY AND OBSTETRICS 
9-11 A.M. OPERATIVE CLINIC 
Operating Room No. 3. Drs. William G. Moore 
and Margaret Schulze. Pelvic Inflammatory Disease; 
Hysterectomy. 
DEPARTMENT OF UROLOGY 
11-12 A.M. OPERATIVE CLINIC 
Operating Room No. 4. Drs. S. Olsen, D. A. Char- 
nock, H. D. Crall. Perineal Prostatectomy. 

DEPARTMENT OF MEDICINE 
9-12 A.M. MEDICAL WARD ROUNDS 

Wards E, B, J, and N, beginning on Ward E. 
Headquarters: Solarium of Ward E. Drs. L. H. 
Briggs, G. E. Hein, E. W. Twitchell, E. H. Bruck, 
H. C. Shepardson, Dorothy Atkinson, and R. Rabino- 
witz. 

EXHIBITS 
11:30-12 A.M. 


Demonstration of Specimens of General and Surgi- 


cal Pathology—Drs. G. Y. Rusk, L. W. Buck, and 
A. R, Kilgore. 


Demonstration of Surgical Anatomic Drawings of 
Paths of Surgical Approach—Dr. C. L. Callander. 

Interesting X-ray Findings—Dr. J. Levitin. 

Exhibit of One Hundred Gall-Bladder Specimens— 
Dr. S. H. Mentzer. 


Pathological Specimens of Obstetrical and Gyneco- 


logical Interest—Drs. William G. Moore and Margaret 
Schulze. 


LUNCHEON 

12 noon to 2 p.m. San Francisco Hospital. 
AFTERNOON SESSION 
DEPARTMENT OF SURGERY 

DISCUSSIONS 

“Surgical Shock” — Dr. 


G, Se 


2:00-2:30 p. m. 
Rhodes. 


Forum; California State Board of Health; and California Board of Medical Examiners. 
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For Book 





2:30-3.00 p. m. 
Mentzer. 

3:00-3:30 p.m. “Relation of Lues to Non-union of 
Fractures’—Dr. F, C. Linde, Intern H. M. Blackfield. 


3:30-4:00 p. m. “Posture and Arthritis’—Dr. J. J. 
Loutzenheiser. 


4:00-4:30 p.m. “Newer Conceptions in the Treat- 
ment of Osteomyelitis’—Dr. R. Soto-Hall. 

4:30-5:00 p. m. “Fractures of the Skull”—Dr. 
H. W. Fleming. 

DEPARTMENT OF MEDICINE 
DISCUSSIONS 

2:00-3:00 p.m. “Demonstration of Unusual Cardio- 

vascular Disease”—Dr. G. E. Hein. 


3:00-4:00 p. m. “Problems in Tuberculosis’—Dr. 
Esther Rosencrantz. 


“Gall-Bladder Disease’”—Dr. S. H. 


Universities to Honor Malpighi—In commemora- 
tion of the three hundredth anniversary of the birth 
of Marcello Malpighi, the Italy-America Society, the 
University of California, the Santa Clara University, 
and the Stanford University are uniting to honor 
Marcello Malpighi. 


At a dinner to be given on the evening of Novem- 
ber 14 at the Hotel Fairmont, Professor Carlo For- 
michi will speak on “The Italy of Malpighi’s Day”; 
Brother Leo, S.J., on “Malpighi’s Influence on Pres- 
ent Day’s Thought”; Professor A. W. Meyer on 
“Malpighi as a Biologist—or Malpighi as a Biologist 
Sees Him”; and Dr. Chauncey D. Leake on “Malpighi 
as a Botanist and a Pathologist.” 

Members of the California Medical Association are 
cordially invited to participate in this celebration given 
to honor an illustrious scientist and fellow physician. 
Reservations should be made through the Italy- 
America Society, 312 Shreve Building, Garfield 4774. 


Lane Medical Lectures.—In April, 1929, Professor 
Walther Straub of Munich will deliver the Lane 
Medical Lectures. 

The titles of the lectures are as follows: 

Pharmacology of Heavy Metals. 


Chemistry and Pharmacology of Digitalis and Its 
Derivatives. 


Recent Developments in Narcosis. 


United States Public Health Service—Eight Lepers 
Released as Apparently Cured.—The Public Health 
Service has recently authorized the probational re- 
lease of eight lepers from the National Leprosarium 
at Carville, Louisiana, as no longer a menace to the 
public health. These eight lepers have been under 
treatment at the national leper home for varying 
lengths of time, ranging from two years to seven 
years. It is of interest to know that leprosy, the dread 
disease of the centuries, is beginning to be conquered 
by improved modern scientific medical treatment. 


The National Leprosarium at Carville, Louisiana, 
has been operated by the United States Public Health 
Service for a little more than seven years. During 
that time thirty-seven lepers have been released or 
paroled as being no longer dangerous to the public 
health. Only one of these lepers has suffered a relapse 
and has had to resume treatment. More than three 
hundred lepers are now under treatment at this 
institution. 
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F JOURNAL 


Volume II, No. 1, November, 1903 


From some editorial notes: 


. Offensive Advertising—The attention of our 
readers generally, but of the Committee on Legislation 
in particular, is earnestly called to an editorial in the 
Journal of the American Medical Association of July 4, 
entitled “A Law Against Nasty Advertising in Mich- 
igan.” An amendment was added to the new Michigan 
Medical Practice Act authorizing “the Board of Regis- 
tration in Medicine to revoke the certificate, after 
due notice and hearing, of any registered practitioner 
who inserts advertisements in newspapers, pamphlets, 
circulars, or other written or printed paper rela- 
tive to venereal disease or other matter of an ob- 
scene or offensive nature derogatory to good morals.” 
This amendment was made possible because of the 
thorough organization of the medical profession in 
Michigan. ... 


. . Obligations of Officers.—Too long has the idea 
maintained that an office in a medical society is a deli- 
cately conferred compliment. If we are ever to lift 
ourselves out of the slough, to clean ourselves up and 
do the things that we ought to, each and every officer 
in each and every component society will have to 
awaken to the fact that there is something for him to 
do—in addition to making a nice little speech of 
acceptance of the honor conferred upon him. The 
only way to get anything done is to do it; the only 
way for us to build up and strengthen our organization 
is for every man to do what he agreed to when he 
accepted an office... . 

. . Illegal Practitioners—One very important 
asset of complete organization of the medical profes- 
sion is the ability to get rid of illegal practitioners. 
The illegal practitioner thrives well, when let alone, 
and is a menace to the community upon which he 
preys. ... 

. Credulous Doctors—When the den of the 
biggest “get-rich-quick operator,” as he was called by 
the press, was raided in New York, the fact was dis- 
closed that by far the greater portion of his “clients” 
were drawn from the professions of medicine and 
theology; doctors and ministers were easy game. For 
a generation or two we physicians have been com- 
placent; we have been good-natured and lazy; and we 
have been very credulous. ... 





From an article on The Correction of Refractive 
Errors, by W. S. Fowler, M. D., Bakersfield: 


. The exercise of good judgment, and the utmost 
skill are necessary in the prescribing of lenses for any 
pair of eyes. ... 

. The correction of errors of refraction, then, con- 
sists of such measures as best establish equilibrium of 
the ocular organs and adapt them for the use to which 
they will be put, and these means consist of glasses 
properly prescribed, properly made and properly worn, 
as well as properly changed when changed conditions 
require a change in prescription, combined with such 
other therapeutic measures as are indicated... . 





From an article on Corpulence of the Middle-Aged, 
by A. W. Perry, M. D., San Francisco: 


. . . Obesity is 20 per cerit to 40 per cent excess of 
weight over the normal of 2.05 pounds per inch of 
height, or 300 grammes per centimeter. 


Corpulence must be due either to; first, excessive 
muscular development; second, excessive fatty tissue; 


*This column aims to mirror the work and aims of 
colleagues who bore the brunt of state society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and recent members. 
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third, excessive water (serum) in the tissues; fourth, 
myxedema; fifth, pseudo-muscu!ar hypertrophy... . 





From an article on The Common Rat, by Donald H. 
Currie, M. D., U. S. Public Health Service, San 
Francisco: 

... The rat is classified by zodlogists as follows: 
Class, Mammalia; order, Rodentia; family, Muridae; 
subfamily, Murinae, which contains over fifteen genera. 
Of these we have to deal with only one genus, namely, 
Mus. This genus alone, however, contains over one 
hundred species, but fortunately only three have any 
interest to the medical or general public. They are 
in order of their importance: Mus Decumanus, Mus 
Musculus and Mus Rattus. 

. The female bears from fifteen to fifty young 
per year, which in turn are able to become mothers 
at five or six months of age. This wonderful pro- 
ductiveness, combined with its habits, ferocity, 
strength and cunning, make it proof against extinction 
by any of its natural enemies. 

. The more common methods employed in the 
destruction of rats might be classed as follows: 
(1) poisoning with chemical substances; (2) infecting 
with Danyz’s virus; (3) destroying by the use of 
predatory animals; (4) trapping; (5) killing with poi- 
sonous gases in confined areas; (6) construction of 
buildings and other methods tending to make entrance 
difficult or impossible; (7) use of substances disagree- 
able to the rat, causing him to leave a given locality; 
(8) the offering of rewards. 








Camp Greenleaf and Fort Riley Alumni Reunion.— 
The third annual reunion and dinner of the alumni of 
Camp Greenleaf and Fort Riley will be held on Mon- 
day evening, November 12, 1928, at 6 p. m., at the 
City Club, 833 South Spring Street, Los Angeles. 

The signal and significant success of our first re- 
union held on Armistice night, 1926, indicated very 
clearly that many medical officers who had received 
their military training at Camp Greenleaf and Fort 
Riley and were now living in the “land of sunshine 
and flowers,” would welcome an opportunity of renew- 
ing the pleasant contacts and friendships made during 
the war. 

The plan proposed at this meeting of having an 
annual celebration, therefore, received unanimous and 
enthusiastic support, and the writer was appointed to 
act as secretary. 

All physicians who have been in any way connected 
with military services either in our own Army or 
under the colors of other nations are cordially invited 
to attend. 

On the program a place will be reserved for any of 
our colleagues who would like to relate thrilling war 
experiences on land or sea. 

Good fellowship will be the keynote of the program. 
Fuller particulars may be obtained from Lieutenant- 
Colonel High, Los Angeles General Hospital; Captain 
Sidney V. Kibby, Golden State Hospital, or the secre- 
tary, Captain John C. Copeland, 301 Story Building, 
Los Angeles. 





Deaths from Smallpox.—Over 3000 deaths from 
smallpox were reported each month in India since 
January, 1928. From April to May the largest number 
occurred, 6672 deaths were reported. 

The number of cases in England and Wales during 
those same months was in excess of 1000, according 
to the Public Health report of September 21, 1928, 


issued weekly by the United States Public Health 
Service. 





Dr. Paul E. Bowers has been appointed professor 
of abnormal psychology and legal medicine at the 
Loyola University Law School. The second year in 
this course of study was started the Ist of October. 
He also addressed the Industrial Section of the Los 
Angeles County Medical Society on the subject of 
“Traumatic Hysteria.” 





